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when allergy looms large in the life of your patient... 





relieves the symptoms of grass-pollen allergy 


An ordinary lawn can be as menacing as a jungle when its beholder is 
sensitive to grass pollen. For such patients, BENADRYL provides a twofold 
therapeutic approach to the management of distressing symptoms. 


antihistaminic action a potent antihistaminic, BENADRYL breaks 
the cycle of allergic response, thereby relieving nasal congestion, sneez- 
ing, Jacrimation, and pruritus. 


antispasmodic action Because of its 


inherent atropinesike properties, BENADRYL PARKE-DAVIS 
affords concurrent relief of bronchial and 


gastrointestinal spasm erees PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 


Data based on pH measurements in 11 patients with peptic ulcer! 





4.9 4.9 


Neutralization 
with new Creamalin 





ia neutralization 
oenens 3 is much 


with standard 
aluminum hydroxide 











1.5 
Minutes 20 


m CREAMALIN HU 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 


New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 

ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 

be chewed, swallowed whole with water or milk, or allowed to dissolve 

in the mouth. How supplied: Botties of 50, 100, 200 and 1000. 

1. Data in the files of the Department of Medical Research, Winthrop 

Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48: 384, July, 1959. 


New York 18, N. Y. for peptic ulcers gastritis = gastric hyperacidity 


Say you saw it in the Journal of the Michigan State Medical Society 
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ADDED USEFUL YEARS 


President 
Michigan State Medical Society 


"There are many facets of medical care, ranging from 
the ultimate in scientific aims such as solving the prob- 
lems of a specific disease entity like ‘rheumatic fever'— 
to pure economics such as bargaining between manage- 
ment and labor with medical care as one of the fringe 
benefits. This latter situation can be emphasized by 
repeating what was once stated to one of our committees 
while we were seeking a solution to some of these prob- 
lems. A representative of management stated: ‘No 
matter how worthwhile or good your program may be, | 
can only say that at the bargaining table it is decided 
on whether it costs a nickel more or a nickel less.’ 


"Between these two extremes occur a great variety of 
situations which require careful judgment to resolve. It 
is unfortunate when emotions interfere with such judg- 
ment, but it does happen occasionally. One of these 
situations is the business of living past age 65, a matter 
of increasing concern since more people live longer than 
used to be so. 

"The Michigan State Medical Society has had a ten- 
point program for some time which we believe could 
best solve the problem of those over 65 years of age. 

"MSMS also has a Presidents Program, an ambitious 
one, covering the next five years, in which we will take 
the lead but are counting strongly on help from a great 
number of different organizations to put over. This pro- 
gram is aimed at adding useful years to the lives of all 
citizens of this State. 

"The AMA also has its ten-point plan of promoting 
the best health care possible for the citizens of this 
country. The AMA is studying every aspect of medical 
care costs and when finished will report to the public 
and the profession. It is dedicating its efforts to promote 
positive health objectives for older people with flexible 
retirement policies, home care programs and nursing 
homes designed for the elderly and others, and the 
AMA has many other activities. 

"Physicians are proud of the fact that these programs 
are being initiated by, directed by and implemented to 
a great degree by the profession of medicine. There is 
nothing in their implementation which asks or puts the 
responsibility on government to run, although some of 
them ask government's cooperation. While we would be 
proud to have the help of any particular group, we feel 
this is our job and we should like to do it.” 


Excerpts from an address by President Jobnson at the annual 
meeting of the Michigan Leaque for Nursing, March 23 





New Headquarters Building 
Dedication, June 4 


Eager for new opportunities to improve MSMS services to mem- 
bers and to the general public, the Michigan State Medical Society 
will dedicate its new headquarters building Sunday, June 4. 

Every member of MSMS is cordially invited to participate in the 
afternoon ceremonies. The dedication program will provide the op- 
portunity, too, for MSMS to explain new plans to expand and im- 
prove its operation. 

Certainly, the MSMS Presidents Program is timely as it develops 
ways to “increase the potential productivity and usefulness of addi- 
tional years of life.” 

To further quote Resolution No. 25 of the 1960 MSMS House of 
Delegates instituting the Presidents Program, it stated that “the fa- 
cilities of the headquarters shall serve as the campaign ‘control cen- 
ter’ for the ambitious five-year plan.” The conference rooms at the 
new headquarters, for example, will permit effective planning sessions 
with other groups and will ideally serve all MSMS committees with 
records and materials at their finger tips. 

a * * 

THE NEW MSMS headquarters is ideally suited for use by busy 
physicians. Situated at Highway M-78 and Abbott Road in East 
Lansing, the headquarters will be readily accessible from all points 
without hindrance from heavy city traffic. The new headquarters’ 
parking area will accommodate 50 cars and can be expanded if 
needed. 

Fine residential areas surround the MSMS property, with White- 
hills Estates immediately to the east and north. Since the purchase 
of this site, the Michigan Education Association has obtained nearby 
land on which it intends to construct a new office building in the 
near future. Another neighbor is the East Lansing Presbyterian 
Church. 

As the doctor or other visitor enters the building, he will be 
greeted by a receptionist-telephone operator located in the center of 
a commodious lobby, two stories high. This area is the hub of the 
building and no office is more than 40 feet distant. 

+ * * 

ON THE FIRST floor are located the offices of the MSMS Presi- 
dent, business manager and bookkeeper, and an extra office for 
future growth. Also, in the western wing is located the steno- 
graphers’ room and an all-purpose room which may be used for 
large committee meetings or educational gatherings. 

The lower level contains workshops and storage rooms. For ex- 
ample, all mail will be processed there in a special room equipped 
with the latest devices to speed important correspondence to MSMS 
members. Here, also, will be rooms to store radio transcriptions, 
pamphlets, and the motion picture films from the PR Library, cleaning 
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and repairing of films will be performed here also. In 
addition, recording equipment, tape recorder, and other 
audio-visual equipment will be set up in a specially 
designed room which subsequently can be used for 
motion picture production, radio and television broad- 
casting. 
ce 

THE SECOND FLOOR will house the Directors 
Room, and a connecting smaller Committee Room 
which will provide ample space for even the largest 
MSMS committee meeting. Opposite this, the execu- 
tive director and his assistant will be installed. The 
files of the Director’s office thus will be at the im- 
mediate disposal of meetings in the Directors Room. 

Down the hall is the Public Relations Library, 
crammed with research data, periodicals, surveys, 11 


A scaled model of the new headquarters was effective to 
help MSMS visualize the new building during the early stages 
of the Big Look Committee work. Architect Minoru Yamasaki 
explains a feature to William S. Jones, M.D., chairman of the 
Big Look Committee 





MSMS memorabilia was sealed into the cornerstone at the 
cornerstone-laying ceremony September 27, 1959 by G. B 
Saltonstall, M.D., then President, assisted by Milton A. 
Darling, M.D., then president-elect, and A. E. Schiller, M.D., 
then chairman of The Council. 


The groundbreaking ceremony was April 1, 1959 with 
members of The Council and guests participating. Turning 
the first shovel is G. B. Saltonstall, M.D., then President 
Watching are Kenneth H. Johnson, M.D., left, then Speaker 
of the House, and D. Bruce Wiley, M.D., right, then Chair- 
man of The Council. 


A progress photo of the headquarters before the pre-formed 
concrete columns and roof vaults were swung into place. 
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years of news clippings, reference works, audio-visual 
material for TV or speech presentations and education 
tape recordings. A part-time librarian will be on 
hand to efficiently operate this MSMS service to mem- 
bers. Other offices serve the public relations counsel, 
the assistant to the executive director and field secre- 
taries. 
* * « 

THE ARCHITECT for the new headquarters build- 
ing was Minoru Yamasaki, AIA, of the firm Minoru 
Yamasaki & Associates, of Birmingham. 

The firm of Minoru Yamasaki & Associates has 
been cited by the American Institute of Architects 
and other organizations. Mr. Yamasaki was born in 
Seattle, Washington, and received his Bachelor of 
Architecture at University of Washington. His gradu- 
ate work was taken at New York University, where 
he also served as instructor. 


* * * 


WM. S. JONES, Sr., M.D., chairman of the MSMS 
Big Look Committee, said, “On May 31, 1959, MSMS 
membership totaled 6,211—an increase of almost 2,000 
members in eight years. The Townsend building has 
served us well, but we have outgrown it. The new 
headquarters has been planned with conservative fore- 
sight. We believe that our present and future needs 
are provided for and that the medical profession will 
have just cause for pride in its new and modern 
quarters.” 

Twenty-six years ago, the MSMS headquarters con- 
sisted of two small offices on the 20th floor in Lans- 
ing’s tallest building, then known as Olds Tower. A 
staff of three, including the new Executive Secretary, 
Mr. William J. Burns, served the 3,410 members then 
listed in the MSMS roster. 

“9020 Olds Tower” was the familiar address of 
MSMS for the next 16 years. During that time, the 
membership had grown to 4,667. Eight employes were 
handling the organizational and educational details of 
the association. In 1951, for reasons of economy and 
efficiency, MSMS left its downtown address and pur- 
chased a converted residence at 606 Townsend Street. 
In recent years, every available foot of floor space 
was filled with equipment, personnel and records. Not 
only has membership grown, but the demand for 
MSMS services has multiplied too. 

The new headquarters building was designed to bet- 
ter serve the medical profession and the public. The 
structure symbolizes the dignity and high purpose of 
the medical profession. It was erected in tribute to 
the past and dedicated to the future. 


On AMA Program 


Advance programs issued for the American Medical 
Association’s 110th annual meeting in New York City, 
June 25-30, lists a Michigan doctor on a panel dis- 
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“606 Townsend” served MSMS well, from 1951 until 
‘moving day” on April 24. Every available foot of space 
was being used in the remodeled residential building from the 
basement production rooms to the attic rooms for five staff 
members 


cussion on “Renal and Adrenal Hypertension.” The 
program combining General Surgery, Internal Medi- 
cine, Pathology and Physiology, Urology and General 
Practice, will offer a panel, including Marion S. De- 
Weese, M.D., Ann Arbor. 

Another Michigan man is listed on early AMA 
plans. Talking about “Objective Measurement of the 
Effects of Drugs on Driving Behavior’ will be James 
G. Miller, director, Mental Health Research Institute, 
University of Michigan. 


Upper Peninsula Society Program 


Set June 16-17 


An impressive program has been arranged for the 
66th annual meeting of the Upper Peninsula Medical 
Society, June 16 and 17 at the Silver Dome Hotel- 
Motel at Marinette, Wisconsin. 

The list of speakers will be headed by Kenneth H. 
Johnson, M.D., Lansing, president of the Michigan 
State Medical Society. 

Others obtained for the event include William 
Kelly, M.D., Lansing; John Sheldon, M.D., and Harry 
Towsley, M.D., both of Ann Arbor; Ovid Meyer, 
M.D., Madison; Donald Moore, M.D., Bloomington; 
Merle M. Musselman, M.D., Lincoln, Nebraska; Olliv- 
er Rian, M.D., Peoria, Illinois, and H. W. Gintz, of 
the Medical Protective Company. 

The Menominee County Medical Society will serve 
as host for the annual meeting. 

Officers of the U. P. Society include John Heiden- 
reich, M.D., Daggett, president; John R. Franck, M.D 
Wakefield, president-elect, and George H 
M.D., Menominee, secretary-treasurer 


Hopson, 











HIGHLIGHTS of The Council 
Meeting of March 17, I96I 


One-hundred and twenty items were presented to 
and discussed by The Council at its March 
in Detroit. Chief in importance were: 

@ Progress Report on new MSMS_ Headquarters 
Building. President Johnson stated the contractor 
would be out of the building the latter part of 
March which would permit the carpet people to 
begin work, following which, the furnishings would 
be installed. Goal for moving into the new building 
was set for April 25. 

Memorial contributions were increased by the 
offer of $500 from Mr. Lyle O. Wellman of Well- 
man Press, Lansing. Other donors, besides the Past 
Presidents and the Woman's Auxiliary, are Mrs. L. 
Fernald Foster, Detroit, $1,000; Dr. and Mrs. W. S. 
Jones, Menominee, $1,000; the Shook Family of 
Kalamazoo, $1,000; and Bruce Publishing Company 
of St. Paul, $1,000. 

@ Report from H. A. Towsley, M.D., Ann Arbor, 
on meeting of Council on Education and Hospitals, 
Chicago, February 4, was accepted with thanks and 
referred to the Editor for publication in JMSMS. 

@D. L. Hinerman, M.D., Ann Arbor, Chairman of a 
committee for U-M Department of Postgraduate 
Medical Education engaged in a comprehensive re 


7 meeting 


view of postgraduate medical education, requested 
suggestions and recommendations from members of 
The Council for evaluation of past performance and 
the future needs of postgraduate medical education 
in Michigan. Doctor Hinerman was requested to 
send copies of the questionnaire to every member 
of The Council. 

@ Homer A. Stryker, M.D., Kalamazoo, was selected 
as Biddle Lecturer by President Kenneth H. John 
son, M.D. 

@ Support of Martin Fleming and Emily Sargent, both 
of Detroit, for reappointment by the Governor to 
the Michigan Crippled Children Commission was 
authorized. 

@ A proposed letter drafted by President Kenneth H. 
Johnson, M.D., for mailing to all MSMS members 
re the dangers and seriousness of the present situa- 
tion in regard to attacks against medicine, was ap- 
proved. 

@ M. H. Chapin, M.D., of Millington, requested per 
mission to join Genesee County Medical Society 
because of proximity of Millington to Flint. The 
Council approved this request. 

Morton J. Wiener, M.D., of Ferndale, wishes to 
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continue Wayne County Medical Society member- 
ship although his office is now in Oakland County 
on the border (WCMS membership committee has 
approved this request). The Council also gave ap- 
proval. 

J. L. Tromp, M.D., of Lake Odessa, desires to 
transfer his membership from lonia-Montcalm to the 
Barry County Medical Society because he is on the 
county border and has most of his affiliations in 
the Barry County area. The Council approved this 
request. 

@ Legal Counsel Lester P. Dodd presented five mat- 
ters: (a) motion for a new trial has been made by 
Gonsertron of Bay City; (b) Mr. Dodd has pre- 
pared a brief on the advantages and disadvantages 
of incorporation of county medical societies; (c) 
information on Michigan’s privileged communica- 
tions statute and medical practice act was prepared 
and forwarded to Connecticut State Medical So- 
ciety; (d) opinion re applicability of rules of evi- 
dence in proceedings before a county society ethics 
committee; (e) opinion (for MSMS Committee on 
Prevention of Highway Accidents) re legal implica- 
tion of setting up county medical society advisory 
boards for medical re-evaluation of unfit driver. 

@ Public Relations Counsel reported on medical and 
health legislation, both federal and state; staffing of 
state fair exhibit; co-operation of MSMS_ with 
component societies wishing to extend awards to 
winners in local science fairs was approved; pro- 
gress on study of single medical practice act was 
reported. 

@ 1961 Michigan Clinical Institute. Executive Direc- 
tor Burns reported on anticipated high registration 
at Discussion Conferences, a new feature of the 
1961 MCI. 

® Committee Reports. The following were given con- 
sideration: Child Welfare, meeting of December 8, 
1960; Liaison Committee with Michigan Chapter 
of Health Insurance Council, January 25; Public 
Relations Committee, January 28; Committee to 
Survey Utilization of Health Insurance, February 
1; Arrangements Committee for Residents-Interns- 
Senior Medical Students Conference, February 2; 
Advisory Committee to Executive Director, Febru- 
ary 23; Medical Care Insurance Committee and 
RVS Study Committee, February 25-26; Geriatrics 
Committee, January 24. Other committee reports 
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Kor the 
irritable 
G.I. tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 
8 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 
Bottle of 50. 


Dosage: | or 2 tablets t.i.d. at mealtime and 2 at bedtime, 


Milpath 


®Miltown + anticholinergic 


Wy WALLACE LABORATORIES Cranbury, N. J. 
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Highlights of The Council 


Continued from Page 562) 


presented were: Michigan Joint Council to Improve 
Health Care of the Aged, December 13; and Per- 
manent Conference Committee, December 14. 

® Michigan Medical Service. Matters of mutual in- 
terest and information were presented and discussed 
with Blue Shield President G. Thomas McKean, 
M.D., of Detroit, who introduced to The Council 
Mr. Sumner G. Whittier, Executive Vice President 
of Blue Shield. 

L. Gordon Goodrich of Blue Shield presented 
progress report on the Veterans Administration 
Hometown Medical Care Program, and also sub- 
mitted contract for renewal of Medicare which was 
approved by The Council. 

@ Robert A. Reath, head of the Medical Television 
Unit of Smith, Kline and French Laboratories of 
Philadelphia, was introduced to The Council; Mr 
Reath expressed his enthusiasm for the MCT tele- 
vision program and arrangements. 

@ Appointment of Committees. (a) Committee to 
Meet with Wayne County Medical Society Repre- 
sentatives to Resolve Question of MSMS Speakers 
appearing in Wayne County was appointed with 
R. W. Teed, M.D., Ann Arbor as Chairman; (b) 
Study Problem of Recruitment for Medical Careers: 
this matter was referred to the Subcommittee on 
Recruitment of the Public Relations Committee; 
(c) 1961 House of Delegates News Committee was 
appointed: J. J. Lightbody, M.D., Chairman, H. 
F. Falls, M.D., Ann Arbor, D. Bruce Wiley, M.D., 
Utica, and C. Allen Payne, M.D., Grand Rapids; 
(d) Scientific News Committee for 1961 Annual 
Session in Grand Rapids: H. G. Benjamin, M.D., 
Chairman, F. S. Alfenito, Jr., M.D., J. A. Ferguson, 
M.D., F. C. Brace, M.D., P. W. Kniskern, M.D., 
all of Grand Rapids, and A. B. Gwinn, M.D., of 
Hastings, and C. L. Weston, M.D., of Owosso. 

Committee on Scientific Exhibit for 1961 Annual 
Session is to be headed by J. R. Lentini, M.D., 
of Grand Rapids. 

@ MSMS Representatives to AMA Legislative Confer- 
ence, March 18-19, Chicago: President Kenneth H. 
Johnson, M.D., Lansing, President Elect Otto K. 
Engelke, M.D., Ann Arbor and Legal Affairs Chair- 
man L. A. Drolett, M.D., Lansing, were authorized 
to attend this Conference as AMA guests; in addi- 
tion, Finance Committee Chairman O. B. McGilli- 
cuddy, M.D., of Lansing, and Messrs. H. W. Bren- 
neman and M. A. Riley were authorized to attend. 

@ Upper Peninsula Medical Society, June 16-17, and 
the AMA Annual Meeting, June 26-30: Representa- 
tives to attend these two meetings were authorized. 
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Report on AMA Council 
On Education and Hospitals 


The February 4 meeting of the AMA Council on 
Education and Hospitals in Chicago was limited to 
representatives of the Council on Education and Hos- 
pitals and representatives from some nine states in 
the Chicago area. The meeting was introduced by 
Dr. McKittrick and hope expressed that there would 
be a free interchange of ideas as to how the Council 
on Education and Hospitals could be of greater service 
to the State Societies. 

Dr. Caldwell gave a brief discussion of some of the 
functions of the Council in regard to internship and 
residency programs; such as: 


1. developing the Essentials of the approved resi 
dency and Essentials of the approved internship 
as to standards of training required in these 
areas— 
developing methods: of inspection of hospitals 
applying for intern and residency approval— 
development of intern and residency review com- 
mittees to review applications of hospitals apply- 
ing for such approval. 


Dr. Wescoe, another member of the Council who 
is Vice Chancellor at the University of Kansas Medical 
School, presented briefly the Council’s activities in: 
(1) the recruitment of students, (2) the availability 
of scholarships and loans, and (3) discussed in gen- 
eral the problems of financing medical education. He 
further pointed out that the Council made surveys 
of each of the medical schools about every seven 
years to ascertain the general policy of the curriculum, 
the availability of teachers and several other problems 
concerning medical education as it related to the par- 
ticular school. He indicated that such visits were 
not made on a policing basis but rather with the idea 
of offering helpful criticism and suggestions to improve 
and raise the standards of medical education. 

Dr. John Z. Bowers, a third member of the Council 
and Dean of the University of Wisconsin, discussed 
the Council’s roll as it related to allied medical pro- 
fessions; for example, the ophthalmologist and optome- 
trist, the psychologist and psychiatrist, the pathologist 
and clinical laboratory worker. His committee had 
to do the accrediting programs in related health pro- 
fessions in physical therapy, medical technology, x-ray 
technology, medical libraries, etc. 

Dr. Walter S. Wiggins, a member and secretary 
of the Council, discussed the council’s activities in 
relation to foreign graduates and ways and means by 
which members of the Council might help to up-grade 
the caliber of foreign medical education. 

After these general discussions, Dr. McKittrick 
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pointed out that the Council would be most receptive 
to suggestions from members present as to how the 
Council might be of greater service to each state and 
county medical society in the above mentioned areas. 
One suggestion made seemed to be quite acceptable- 
that State Societies have matching committees com- 
parable to the Committee on Education and Hospitals. 
Such a committee should be well-balanced with physi- 
cians interested in education and in practice, who 
would be in position to assist the Council on Hospitals 
and Education of the American Medical Association 
by: (1) creating better dissemination of the Council’s 
deliberations in the line of communication to the 
“grass roots’, (2) to be able to assist the Council 
in developing better training programs within the hos- 
pitals of the State, (3) to provide better co-ordination 
in developing methods of financing medical educations, 
(4) making it possible to interest more physicians in 
the problems of recruiting students to the health fields. 
I believe there are not more than five or six county 
medical societies in Michigan now having some type 
of loan funds or scholarships for medical students. 
This is an area very much in need of development and 
expansion and I believe that by using the facilities of 
the Council and their “know how” we could success- 
fully broaden these areas in the State of Michigan. 


Harry A. TowsLey, M.D. 


Speak to Clubs 


Nine talks were presented by MSMS members in 
conjunction with the 1961 MCI. The addresses were 
given to service clubs in the Metropolitan Detroit 
area. 

The list included C. H. Ross, M.D., Ann Arbor, who 
addressed the Detroit Kiwanis No. 1 Club, on “Male 
Change of Life;’ K. L. Krabbenhoft, M.D., Detroit, 
the Excalibur Club, on “Radiation Protection and 
Nuclear Medicine; L. A. Pratt, M.D., Detroit, the 
Kiwanis Club of Central Detroit, on “Lung Cancer 
and Its Relation to Smoking;’ A. Blain, HI, M.D., 
Detroit, the Detroit Group Representatives Association, 
on “Rising Insurance Cost, Over Utilization of Insur- 
ance and Increased Cost of Hospital Care and Doctors’ 
Fees;” D. A. Sargent, M.D., Detroit, the Exchange 
Club of Detroit, on “The Relationship to, and Society’s 
Responsibilities for, Mental Illness to Crime”; Lewis 
Hoffman, M.D., Detroit, the Christ Memorial Ev. 
Lutheran Church Men’s Club, on “Who Needs a 
Psychiatrist;” C. J. Hipps, M.D., Detroit, the Royal 
Oak Exchange Club, on “Plastic Surgery;” G. S. Beck- 
ett, M.D., Detroit, the Caravan Shrine Club, on “Psy- 
chiatry;” and J. G. Bielawski, M.D., Detroit, the Cass 
Tech Pre-Med Club, on “Development of the Heart.” 


What They Said About 1961 MCI 


I wish to take this opportunity to thank you and your 
staff for your supreme and indefatigable efforts in connec- 
tion with our Program Committee for the Michigan Clinical 
Institute. 1 would think that the Discussion Group’s pro- 
gram could be expanded for next year as long as there is a 
careful selection of subject material.” 

JoHn W. Sicter, M.D., Detroit 


Having arrived home safely, I hasten to let you know 
how much I enjoyed participation in the meeting in Detroit 
It seemed to me a very well attended and excellently planned 
meeting and | believe your organization should be congratu- 
lated on such fine arrangements.” 

Joun L. Kegtey, M.D., Chicago 
Guest Essayist 


I want to thank you for the opportunity to participate 
in your recent meetings of the Michigan Clinical Institute 
and to congratulate you upon the hospitality that was shown 
me by my host 

Atvin L. Watne, M.D., Buffalo, N. Y 
Guest Essayist 


I want to thank you for everything that you did for me 
during my visit to the Michigan Clinical Institute and for 
the privilege of presenting the Pharmaceutical Lecture. The 
visit was a very pleasant one for me.” 

Cuester S. Keerer, M.D., Boston 
Guest Essayist 
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I am writing to express my most grateful thanks for the 
wonderfully cordial and hospitable manner in which I was 
treated on the occasion of my participation in the recent 
Michigan Clinical Institute. This entire experience was a 
most satisfying one which I enjoyed immensely. All of the 
arrangements which were made in advance on my _ behalf 
contributed enormously to the ease of my participation.’ 

D. N. Danrortu, M.D., Evanston, Ill 
Guest Essayist 


I want to express my thanks for being invited to parti- 
cipate in the program. I was very impressed with the pro- 
gram this year and I| think that it offered many opportunities 
for the physicians, not only in general practice but in the 
specialty areas, to learn from the panel arrangement type of 
discussions that were presented. 

R. W. Bamey, M.D., Ann Arbor 
Guest Essayist 


‘My wife and I, thanks to you and your group, had a 
most enjoyable stay in Detroit. The meeting was very 
stimulating and I carried away from it a good deal more 
than I brought to it. 

Thanks again for your warm hospitality and the pleasure 
of having met so many stimulating doctors. 

Epwarp C. Mann, M.D., New York City 
Guest Essayist ) 
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Photo below 

Leaders for an evening symposium about the older person prepare 
to take the platform. A Hazen Price, M.D. (standing), Detroit, 
was the chairman, aided by (left to right, seated), A. H. Hirschfeld, 
M.D., Detroit; Raymond W. Waggoner, M.D., Ann Arbor, and 
Jack Weinberg, M.D., Chicago. 





Mrs. Esther G. Regnaert (left), Grosse Pointe 
Farms, chairman for the Fourth Annual Educational 
Seminar for the Michigan State Medical Assistants 
Society, studies the Seminar program with Mrs. 
Betty Lou Willey, Port Huron, MSMAS president. 








Eight Discussion Groups, an innovation this year at MCI, drew fine attendance at 8 a.m. in 
the morning! Directing the discussion on “Newer Drugs in the Treatment of Pregnancy Toxemia” 
were (left to right): Charles S. Stevenson, M.D., Detroit; David N. Danforth, M.D., Evanston, and 
Arthur G. Seski, M.D., Detroit 
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A citation was presented to Charles P. 
Bailey, M.D. (left), New York, a pioneer 
in surgery of heart valve, by Earle 
Ingham Carr, M.D., Lansing, president of 
the Michigan Foundation for Medical and 
Health Education. Doctor Bailey gave 
the MFMHE Lecture, an annual MCI 
highlight. 


The annual Conference for Residents, 
Interns and Senior Medical Students took 
a look at the costs of medical education 
Panel patricipants (left to right), were: 
Dean G. H. Scott of the Wayne State 
University School of Medicine; Associate 
Dean J. C. Caughey, M.D., Western Re- 
serve School of Medicine; Wm. Bromme, 
M.D., Detroit, moderator for the panel; 
Dean W. N. Hubbard, M.D., of the 
University of Michigan Medical School 
and Walter S. Wiggins, M.D., Chicago, 
AMA Council on Medical Education 


secretary. 


The annual Michigan Cancer Coordinating Committee Lecture was presented by Anthony 
R. Curreri, M.D. (center), Madison, Wisconsin, who received a certification of appreciation 
from James W. Hubly, M.D., Battle Creek, chairman of the Cancer Coordinating Committee 
At left is Harry N. Nelson, M.D., Detroit, former chairman 
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MCI Attendance Report 


Final attendance figures for the 1961 Michigan 
Clinical Institute hit 2,626, including 1,450 doctors of 


medicine. 


Further study of the figures reveals that 


sixteen different specialties were represented and that 
doctors attended from 157 different Michigan com- 


munities. 
REGISTRATION 


Anesthesiology 


Dermatology-Syphilology | .............00.... 


Gastroenterology-Proctology 
General Practice 
Medicine 


Obstetrics-Gynecology 
Occupational Medicine 
Ophthalmology ....... 
Otolaryngology 
Pathology 
Pediatrics ........... 
Public Health 
Radiology 
Surgery . 





Urology 


Residents and Interns ................. 


Specialty not given ...... 


M.D.’S OUTSIDE 


Canada peaaecneaks se 
Illinois nies 6 
Indiana 2 
Kentucky 1 
Maryland. ..... Saucy ee 
Massachusetts .........00.0... 2 


The breakdown is as follows: 


BY SPECIALTIES 


Wayne County 





6 2 
3 
sespescesece 12 6 
einabiia .187 172 
~~ 75 39 
eiSenshioh 6 9 
73 30 
12 4 
9 4 
2 4 
10 5 
99 60 
7 18 
4 2 
89 75 
hecninibasabe 2 
ROA sh 66 
73 74 
884 568 


OF MICHIGAN 


Missouri 

New Jersey 
New Ye ork 
Ohic ) 


Wisconsin 


MICHIGAN M.D.’S 


Adrian 3 
tee PTR iss cs ciwtbeccnset 5 
INE 4 bicksrcininisicnsesevsericd 4 
Ann Arbor sic ee 
Bad Axe 3 
Battle Creek ........ 14 
Bay City 9 


Belleville 
Berkley 
Birmingham 
Brooklyn 
Cadillac 
Clare 
Clinton 


Outstate 


—— Hw — 


nN 


NNNN SN 


Coldwater 
Dearborn 
Detroit 


Drayton Plains .............. 


Durand 
Eloise 

Farmington 
Fenton 

Ferndale 
Flat Rock 
Flint 
Fremont 
Garden City 
Grand Rapids 
Grosse Pointe ... 
Grosse Pointe Park 


Grosse Pointe Shores .... 
Grosse Pointe Woods .... 


Hamtramck 
Hastings 
Highland Park 
Howell 
Hudson 
Inkster 
Ishpeming 
Jackson 
Kalamazoo 
Lansing 
Lapeer 
Lincoln Park 


Livonia 


ERIN «  scievcavicssctoasincs 


Manistique 
Marquette 




















3. Midland 9 
a ae WINN Mace htedhavevcdedvetieivcart 2 
708 RMU vsiicereree bisunskascesinaces 9 
2 POUR es carccaiisdeeissdecseciets 2 
hae ee | A eRe 7 
10: NOB. FeROONE occ 2 
Si RR RII Seis seers rnsonsetss 11 
oe a Be ES 2 
G6; PRES sophie 16 
DE NED sepesac noes hes. 6 
Poe CAMRY « saenestabasidle ctsrerpices 4 
sg” NB ORIG) A ccatiatececccpsuatennsd 2 
> 2 ~~ Phemmant: TAG coerce 2 
BO. PEIN aaccsvenisectsrnsiccive 2 
11 UIIING «aca aracedncdvetinepevens 22 
3 POSE PRIOR: cerescesicessccesseice 7 
2 Rochester 4 
3 Roseville ee 
3) RUPEE OR hicsncnnarine cae 
SG ntsc ius! CE 
ae St. Claire Shores .......... 8 
Bi SR ices ; 2 
2 Southfield ............. 3 
3 Tecumseh 4 
SFE SEF nosiccicctcsyes 5 
18 BIN Soskecy ceceonebaicoanvencean ; 2 
12 TWIN. sissnncesiecrucs 4 
+e WIE. Sscsdisvichedvties 6 
7 Wyandotte ............... 14 
S . RGRRIIID  sscescsatiscacoons 6 
3 (Towns represented by 

2 ID aicsnccicteticcleieiceesixct 79 

5) een 
2 "PUTER wstmnncsicc eee 


*One (1) member attended from each of the following 
cities; Alma, Albion, Auburn Heights, Bangor, Birch Run, 
Breckenridge, Boyne City, Bridgeport, Brown City, Byron 
Center, Clarkston, Calumet, Capac, Cass City, Coleman, 
Charlevoix, Coopersville, Clawson, Chatham, Chelsea, Doug- 
las, Essexville, East Jordan, Ecorse, Fowlerville, Frankenmuth, 
Grosse Pte. Farms, Grand Haven, Gaylord, Gladstone, Good- 
rich, Greenville, Grand Blanc, Huntington Woods, Harbor 
Beach, Hazel Park, Hillsdale, Hesperia, Holly, Holland, Hart- 
ford, Hemlock, Keego Harbor, Kalkaska, Lathrup, Linden, 


Lowell, Laurence, 


Manistee, 


Menominee, 


Middleville, 


Mt. 


Morris, Marshall, New Baltimore, Oakland, Onaway, Orchard 
Lake, Olivet, Rogers City, Remus, River Rouge, Richmond, 
Reed City, Southgate, Saugatuck, Sandusky, St. Ignace, San- 
ford, Sparta, Sturgis, St. Louis, Swartz Creek, Three Rivers, 
Trenton, Taylor, Williamston, Whitehall, Yale, Zeeland 





Medico! Staff 

Robert J. Bahra, M.D. 
Dean P. Carron, M.D. 
Francis M. Daignauit, M.D. 





Established 1924 


Conducted by Sisters of Mercy 


MERCYWOOD SANITARIUM 


Treatment for Emotional and Mental Disorders 


Gordon C. Dieterich, M.D. 
Stuart M. Gould, Jr., M.D. 
Leonard E. Himler, M.D. 
Stephen C. Mason, M.D. 


JACKSON ROAD 


ANN ARBOR, MICHIGAN 


NOrmandy 3-857] 
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For the build-up in convalescence 


ANNOUNCING 


SURBEX-T 


Therapeutic dosage of B-Complex 
plus 500 mg. of Vitamin C 


Unsurpassed stability. As coatings are applied 
without water, deterioration due to moisture is 
virtually eliminated. Stability is enhanced; po- 
tency is protected. Easier, more pleasant to 
take. SurBeEXx-T tablets are up to 30°) smaller; 
have a pleasant taste; and are non-caloric. Vita- 


min odor and aftertaste are eliminated. 


Each Filmtab SuRBEX-T represents: 
Thiamine Mononitrate (B,;) 15 meg. 
Riboflavin (B.) 10 mg. 
Nicotinamide 100 mg. 
Pyridoxine Hydrochloride 5 meg. 
Cobalamin (Vitamin B,.). 4 mcg. 
Caicium Pantothenate 20 mg. 

(as calcium pantothenate racemic) 
Ascorbic Acid (as sodium ascorbate) 500 meg. 
Desiccated Liver, N. F. 75 meg. 
Liver Fraction 2, N. F. 75 meg. 


Supplied in botties of 100 and 1000 


VITAMINS BY 





Filmtab coatings protect 
this full range of Abbott 
nutritional supplements: 


SUR-BEX* WITH C. Smaller 
dosages of the essential B- 
Complex and C. Table bottles 
of 60. Also in bottles of 100, 
500 and 1000. 


DAYTEENS™ To help insure 
optimal nutrition in growing 
teenagers. Table bottles of 
100, bottles of 250, 1000. 


Potent maintenance formulas 
—ideal for those who are “‘nu- 
tritionally run-down” 


DAYALETS” Table bottles of 
100. Bottles of 50, 250, 1000. 


DAYALETS-M* Apothecary bot- 
tles of 100 and 250. Also in bot- 
tles of 1000. 


Therapeutic formulas for more 
severe deficiencies—iliness, 
infection, etc. 


OPTILETS® & OPTILETS-M* 
Table bottles of 30 and 100. 
Bottles of 1000. 














Filmtab* Coating Advantages in a Nutshell 








Tablets are Vitamin Tablets are pleasant Breakage and cracking 

easier to swallow, after-taste and tasting, non-caloric, are less likely. (Sugar 

up to 30% odor come in a rainbow of coatings are crystalline, 
smaller. are eliminated. cheerful colors. and more brittle.) 





In contrast with This eliminates the need Absorption is speeded Vitamins are 
sugar coatings, of protective subseals, and as sugar’s bulk readily available at 
no water is used chances of moisture seepage and subseals proximal 

in manufacture. through imperfections. are eliminated. receptor sites. 


NET RESULTP: Potency is assured for a longer time. 
The patient gets what he pays for—and what you prescribe. 


ABBOTT 


FILMTAB—FILM-SEALED TABLETS, ABBOTT ©1961, ABBOTT LABORATORIES 103029 8 





67 Per Cent of Americans 
Have Health Insurance 


More than 120 million Americans, or two-thirds of the nation’s 
civilian population, have achieved a substantial degree of financial 
security by protecting themselves with health insurance policies. 

An estimated 132 million persons have hospital expense insurance, 
120 million persons have surgical expense insurance, and 43 million 
workers—through formal plans—have their earnings protected by 
loss-of-income insurance. Millions of other workers had some degree 
of income protection through informal arrangements. 

Major medical, little more than ten years old, now covers some 
25 million persons. 


Michigan Blue Cross Payments Hit New Record 


Record payments of nearly $143-million for hospital care for Mi- 
chigan Blue Cross members in 1960 put the plan in the red despite 
a record low operating cost of less than 3.5 per cent of income. 
The 22nd annual Blue Cross report said an increase in hospital costs 
coupled with needed use of more services by more members sent 
outgo over income by $1,724,000 (M) with that amcunt drawn from 
reserves. 

The 1960 payments to hospitals hit $142,743,000 (M), 8.3 per 
cent higher than 1959. However, income, geared to a rate set in 
January of 1959, remained virtually unchanged. The report said 
hospital admissions for Blue Cross members hit an all-time high 
of over 576,000. 


Joins Blue Shield Plan 


Medical Mutual of Cleveland, Inc., a medical-surgical Plan serving 
a five county area in northeastern Ohio, has been accepted as an 
active member of the National Association of Blue Shield Plans. The 
Cleveland-based Plan, which now can use the Blue Shield symbol 
and name, was organized in 1945 and has enrolled more than 
1,115,000 members since then. 

Medical Mutual of Cleveland brings to 75 the number of Blue 
Shield Plans and affiliates in the United States and Canada. 


Michigan Health Council Holds Conference 


The Michigan Health Council State Conference will be held at 
Flint Junior College May 23-May 25, 1961. This year the Confer- 
ence includes the 13th Annual Michigan Rural Health Conference, 
the 3rd Annual Michigan Health Careers State Conference, and the 
1st Michigan Conference of the Joint Council to Improve the Health 
Care of the Aged. 

Conference officials are Harry A. Towsley, M.D., Ann Arbor, 
General Chairman, and John A. Doherty, East Lansing, Secretary. 
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‘Theragran’ 


SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 


Vitamin A ...... . 25,000 U.S.P. Units 
Vitamin D ........ 1,000 U.S.P. Units 
Thiamine Mononitrate. .........10mg. 
ee 
Niactnamme .....6 6.0 Jas so 0 
Vee i. 6 sas eas de oe 


Pyridoxine Hydrochloride ........ Omg. 





Calcium Pantothenate ......... .20 mm 
Vitamin Bie. ws 6 oles eee 


SQUIBB aly Squibb Quality—the Priceless Ingredient 
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@ © utrition...present as a modifying or complicat- 


. ° ° ° 1 
ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


° 299 
disease. “ 9. Kampmeier, R. H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy .. .”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


_ 31 5 4. Sebrell, W. H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


e 6 
American adult. f 6. Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 264 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7. coidsmith, ¢ 


Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet....There is some evidence of 
interference with normal riboflavin utilization during catabolic episodes.””® 


8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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‘B. W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


RoR”. 2 ype 96 


es 


f | hg Broad-spectrum antibac- 
terial action—plus the 

soothing anti-inflam- 

matory, antipruritic ben 


brand Ointment efits of hydrocortisone. 


The combined spectrum y® 
of three overlapping é 

antibiotics will eradicate 

virtually all known top- 


ical bacteria. brand Antibiotic Ointment 





A basic antibiotic com- | 
bination with proven 
effectiveness for the | 
topical control of gram- | 
brand Antibiotic Ointment positive and gram-nega- § 
tive organisms. : 


BN 


—— 
La 
it. —_ 


— 


TRE reer, 








Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 





‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 


Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 mg. 5 mg. 


Hydrocortisone _ _ 10 mg. 





Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
Y% oz. and ¥% oz. Y% oz. and % oz. Y% oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 





BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ighins) mutually potentiating nonsteroid antirheumatics 


(Rebine) : ‘superior to aspirin”’? and with a “higher ‘therapeutic index’! 


When sodium should be avoided— 


PABALATE-SODIUM FREE 


When conservative steroid therapy is indicated— 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


once agam, 
an actwve 
hand im 


“doin ge" 


In each yellow enteric-coated 
PABALATE tablet: 
Sodium salicylate (5 gr.) 
0.3 Gm. 
Sodium para-aminobenzoate 
(5 gr.) 0.3 Gm 
Ascorbic acid......50.0 mg. 


In cach pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


In each light blue enteric-coated 
PABALATE-HC fablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) . . . 2.5 mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence. 
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AZOTREX 


(tetracycline phosphate complex, sulfamethizole, phenylazo-diamino-pyridine HC!) 


REACHES 
PATHOGENS IN 
BLOOD, 
TISSUE AND 
URINE 


When there is no obstruction, Azotrex 
denies bacteria a second chance to cause 
infection or contribute to chronicity 


Bacteria in the urine can be destroyed by most urine-active 
antibacterial agents. But organisms beyond the reach of 
antibacterial-urine survive to produce reinfection and chron- 
icity. Azotrex helps eliminate sensitive bacteria both inside 
the lumen and in the tissues of the urinary tract. With 
Azotrex these bacteria have no place to hide! 

Azotrex does more than produce antibacterial- 
urine: it combats organisms outside the lumen of 
the urinary tract and also brings rapid relief of uri- 
nary discomfort. 

Inside the lumen-—Tetracycline and the highly soluble 
sulfamethizole in Azotrex accumulate in the urine in high 
concentrations, While sulfamethizole is only urine-active, it 
has the broader antibacterial spectrum against the most 
common urinary pathogens. 

Outside the lumen —Tetracycline, the broad-spectrum 
antibiotic, builds up high antibacterial levels in the urinary 
tract tissues, as well as the blood and lymph, to destroy 
urinary tract invaders. Thus, the problems of reinfection and 
chronicity (in the absence of stasis) are minimized. 

And Azotrex brings rapid relief of urinary discom- 
fort — Because Azotrex contains phenylazo-diamino-pyri- 
dine HCl—the widely used urinary analgesjt — patients re- 
ceive prompt relief of pain, burning, frequency and urgency. 
INDICATIONS: Initial therapy in urethritis, pyelitis, pyelo- 
nephritis, ureteritis and prostatitis due to bacterial infec- 
tions. For continuing therapy, the appropriate agent should 
be selected on the basis of laboratory sensitivity tests. 

In mixed infections with one organism sensitive to tetra- 
cycline and another sensitive to sulfamethizole but not to 
tetracycline, Azotrex may be properly considered for con- 
tinuing therapy. 

In certain infections due to E. coli, Str. faecalis, Pseu- 
domonas aeruginosa, or A. aerogenes, Rhoads! suggests that 
combinations of antimicrobials, such as tetracycline and sul- 
fonamide, be considered for therapy. 

DOSAGE: One or two capsules four times a day. See Official 
Package Circular for complete information on dosage, side 
effects and precautions. 

EACH AZOTREX CAPSULE CONTAINS: Tetrex® (tetracy- 
cline phosphate complex) equivalent to tetracycline HCl 
activity, 125 mg.; sulfamethizole, 250 mg.; phenylazo- 
diamino-pyridine HCl, 50 mg. 

SUPPLY: Bottles of 24 and 100. 

REFERENCE: 1. Rhoads, P. S.: Postgrad. Med. 21 :563 (June) 1957. 


BRISTOL LABORATORIES 


Division of Bristol-Myers Co. / Syracuse, New York 

















Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 


including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each containing 
Panmycin* Phosphate (tetracycline 
phosphate complex), equivalent to 

250 mg. tetracycline hydrochloride, and 
125 mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100. 


Adult dosage: 2 capsules four times a day. 


Side effects: Panmycin Phosphate has a 
very low order of toxicity comparable 
to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to 
therapeutic use in patients are 
infrequent and consist principally of 
mild nausea and abdominal cramps. 


Albamycin also has a relatively low 
order of toxicity. In a certain few 
patients, a yellow pigment has been 
found in the plasma. This pigment, 
apparently a metabolic by-product of 
the drug, is not necessarily associated 
with abnormal liver function tests. 


Urticaria and maculopapular dermatitis, 
a few cases of leukopenia, and 
agranulocytosis have been reported in 
patients treated with Albamycin. All 
of these side effects rapidly disappeared 
upon discontinuance of the drug. 


Caution: Since the use of any antibiotic 
may result in overgrowth of 
nonsusceptible organisms, constant 
observation of the patient is essential. 
If new infections appear during therapy, 
appropriate measures should be taken. 


As with any serious infection, therapy 
of peritonitis with Panalba or other 
antibacterial agents is adjunctive 

to surgical procedures and supportive 
therapy. 


Inflammatory 
process 

of the 
peritoneum 





"Trademark, Reg. U. S. Pat. 


your broad-spectrum 


antibiotic of' first resort 








‘Pitas noses 


You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 




















Lifts depression...as it calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


ae 





Acts swiftly — the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


Deprol” 


wy, 


4 WALLACE LABORATORIES / Cranbury, N. J. 


Schering 


or allergies 
that are 
out of control” 
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What is your goal... 


in helping physically handicapped 
patients toward recovery? 











The Rehabilitation 
Institute 

of 

Chicago 

Offers Three 
Possibilities: 






moderate disability 
but able to work. 










.. through comprehensive Services Available 
rehabilitation for for both in and 
e hemiplegia out patients: 
¢ paraplegia e Medical Care 
» quacripregia $ Nursing Care severely disabled but not 
e amputations e Laboratory Services : : 
totally incapacitated, 
e degenerative e Physical Therapy 
diseases of the e Occupational Therapy 
nervous system e Speech Therapy 
e traumatic disabili- e Medical Social Service 
ties of the hand e Vocational Counseling 
e arthropathies e Psychological Service 





Admission on Medical Referral Only—Referring physician has courtesy 
staff privileges, receives regular interim reports, complete summary 
at discharge, and a recommended program for continued treatment. 


: Direct Inquiries to: 
REHABILITATION INSTITUTE OF CHICAGO : Dire tmawiriaw: 
401 E. OHIO ST., CHICAGO 11, ILL. > Director 
A UNIVERSITY AFFILIATED HOSPITAL ;: 
582 
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Acts within minutes—KOAGAMIN, unlike other hemostatic agents, acts quickly in minimal 
dosages. Working on the late phases of the clotting mechanism, KOAGAMIN does not require 
massive and prolonged pre- or postoperative dosages to control capillary and venous bleeding. 
Acts with predictable safety —In 20 years of clinical use, no toxic or side actions have been 
reported with KOAGAMIN. Bleeding is arrested without danger of thrombosis, and because 
KOAGAMIN contains no protein or alkaloid, it can be administered without danger of sensi- 
tization or untoward reactions. 

Acts effectively in a broad range of indications—Because of its unparalleled safety and 
outstanding effectiveness, KOAGAMIN has been successfully employed in... hemorrhagic dis- 
eases, abnormal bleeding, blood disorders, surgical cases and trauma. 


KOAGAMIN, an aqueous solution of oxalic (5 mg. per cc.) and malonic (2.5 mg. per cc.) acids for parenteral 
use, is supplied in 10-cc. diaphragm-stoppered vials. 


CHATHAM PHARMACEUTICALS, INC * NEWARK 2, NEW JERSEY Z J, ) 
Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 
BEFORE, DURING AND AFTER SURGERY 


KOAGAMIN 


t (parenteral hemostat) 


bleeding 
with 
minimal 
osage and 
1922 X11 U0 101 


safety 
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happy mother, cheerful baby 


because their physician has kept 
her baby well nourished, healthy —and 
free from diaper rash. 


“DESITIN 


OINTMENT 


Protects against irritation of urine and excrement; 
markedly inhibits ammonia-producing bacteria; 
soothes, lubricates, stimulates healing. 
For samples of Desitin Ointment, pioneer extérnal cod liver oil therapy, write. . 
DESITIN cuemicat company 
812 Branch Avenue, Mesias Sake : 


JMSMS 
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G EVR ESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally # metabolically # mentally 





Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. 
¢ Vitamin A (Acetate), 5,000 U.S.P. Units 
¢ Vitamin D, 500 U.S.P. Units * Vitamin 
Biz with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Riboflavin 


(Bz), 5 mg. * Niacinamide, 15 mg. ¢ Pyri- 
doxine HCI (Be), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. * Choline Bitartrate, 25 mg. 
¢ Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. ¢ l-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢ 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. * Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPOs,), 
35 mg. * Phosphorus (as CaHPO,), 27 mg. 
¢ Fluorine (as CaF 2), 0.1 mg. * Copper (as 
CuO), 1 mg. * Potassium (as K2S0Ox), 5 
mg. * Manganese (as MnOz), 1 mg. * Zine 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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Living up to 
a family tradition | 


y certain medications which are 


ours, medications in ich 


avir-laneelapale(=iale.= 
cians, through ever increasing recommen- New 
have long demonstrated their confidence GRIP-TIGHT CAP 
ity, ‘ncy and purity of Bayer for Children’s 
world’s first aspirin Greater Protection 


Bayer Aspirin, Bayer ‘Aspirin for Chi 
rahadeli tele mah (ome) eats) aiant-1.cc) meio leasing 
thorough quality controls as does 


iniform excellence in both 


c 


can depend on Bayer Aspirin for Children 
ate im oleelaMmere)atserialelelelih amie) annlei tc} ¢cie mm cole ol= 
st tasting aspirin ever made and to live up 
Bayer family tradition of providing the finest 
» world has ever known 
for Children—114 grain flavored 
1 in bottles of 50 
@ We welcome your requests for samples on Bayer 


Aspirin and Flavored Bayer Aspirin for Children. 


BAYER COMPANY DRUG IN( 
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...time after time, Patrician “200” guarantees 


x-ray exposures exactly as you dial them 


In periodic patient follow-up, you really 
come to appreciate the meaning of ““True-to- 
Dial” accuracy with the G-E Patrician “200” 
combination. Film comparison is easier be- 
cause of guaranteed consistent x-ray output. 
Performance holds predictably from range 
to range . . . even from one G-E unit to 
another! And with it you get so many more 
Patrician features: full-size 81” tilting table 

. . independent tubestand . . . counterbal- 
anced, not counterpoised, fluoroscopic screen 
or spot-film device . . . radiation confined to 


screen area by automatic shutter limiting 


DIRECT FACTORY BRANCHES 


DETROIT 
18801 W. 7 Mile Rd. @ KEnwood 7-6300 


DULUTH 
928 E. 2nd St. 9 RAndolph 4-8648 
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device... economy of purchase and operation. 
You can rent the Patrician. G-E Maxiserv- 
ice® plan provides an attractive alternative 
to outright purchase. Included, for a con- 
venient monthly fee, are installation, mainte- 
nance, parts, tubes, insurance, local taxes. 
Contact your G-E x-ray representative listed 
below for details. 


Progress /s Our Most Important Product 
GENERAL @® ELECTRIC 


RESIDENT REPRESENTATIVES 
GREEN BAY 


R 
J. J. VICTOR, 1242 S. Quincy St. e HEmlock 5-5742 


JACKSON 
E. J. RHINEHART, 126 Birdsell St. @ STate 9-6662 


EAST GRAND RAPIDS 


J. E. TIPPING, 1044 Keneberry Way, S.E. e@ GLendale 2-5283 


FLINT 
R. A. RHINEHART, P.O. Box 436 @ CEdar 9-1888 
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A REALISTIC AID TO PROPER WEIGHT MAINTENANCE 


At Last...New Cook Book Designed 
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Free to Physicians 





Menus fulfill the recommended dietary allowances of the Food & Nutrition Board of the National Research Council. 


to Prevent Overweight 
Through Better Eating Habits 


Recipes and Menus with Satiety and Appetite Appeal in Mind 


The Cook Book of Glorious Eating for Weight Watchers 
fills the long-felt need for a weight control plan 
that is workable for everybody in the family. 
Realistic regimens are built around good, nat- 
ural, readily-available foods enhanced by de- 
licious methods of preparation. In place of “fad 
diets” or tasteless formulas, it provides for truly 
appetizing meals. It teaches and encourages the 
development of the healthful eating habits that 
can prevent overweight, America’s #1 Health 
Problem. This full-color cook book contains 100 
pages—248 delicious recipes each with calorie 
counts. Complete menus are here at 3 calorie 
levels—1200, 1800, 2600. Calorie levels are re- 
lated to best weights by sex, age, size and extent 
of activity. 


Many diets fail because they are crash programs 
only temporary in effect. Other diets are unbear- 
able because they are monotonous and tasteless. 


The Wesson way is not a crash program. It offers 
calorie controlled menus with appetite appeal, vari- 
ety and satiety in mind. They fulfill the recom- 
mended dietary allowances of the Food & Nutri- 


that a food manufacturer like Wesson has taken 
so important a step to help combat this serious 
public health problem. 


Copies for physicians. “The Cook Book of Glo- 
rious Eating for Weight Watchers” is being 
offered to the general public. If you would like 
a copy for yourself, together with forms to en- 
able patients to obtain their own copies, please 
fill in coupon below. 





Note: Please do not confuse this 
booklet with the Cholesterol De- 
pressant Diet Book, published by 
Wesson as an aid to physicians 
and for professional distribution 
only. The concept of the Choles- 
terol Depressant Diet Book stems 
from Wesson’s value in choles- 
terol depressant diets. Where a vegetable (salad) 
oil is medically recommended for a cholesterol 
depressant regimen, poly-unsaturated Wesson is 
unsurpassed by any readily available brand. 














tion Board of the National Research Council. 


All menus provide the proper amount of protein, The Wesson People, Dept. M, 210 Baronne St., New Orleans 12, La. 


carbohydrates, fat and the other essential nutri- 
ents. The principles of good nutrition are in- 
cluded to help the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according to 
his individual needs. 


Please send me my copy of “The Cook Book of Glorious Eating for 
Weight Watchers”, plus two dozen order blanks for distribution to 
my patients. 





ADDRESS 
Not a reducing manual. It should be explained 
that “The Cook Book of Glorious Eating for 
Weight Watchers” is a guide to the prevention 
of obesity. Its publication marks the first time 
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Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated 
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effective, palatable, economical 


CREMOSUXIDINE®[ SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 


Additional information on CREMOSUXIDINE is available to physicians on request. 


Gisl=) MERCK SHARP & DOHME, DIVISION OF MERCK & CO.,Inc., WEST POINT, PA. 


CREMOSUKIDINE AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC. 


Say you saw it in the Journal of the Michigan State Medical Societ) 





When 
severe pain accompanies 
skeletal muscle spasm 
ease both ‘pain & spasm’ 


wih Robaxisal: 


A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
proven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 

Each Ropaxisab Tablet contains: 


Rogaxin (methocarbamol Robins) 400 mg. _Acetylsalicylie acid (5 gr.).......... 325 mg. 
US. Pat. No, 2770649 


Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 
Or ROBAXISAL®-PH (ROBAXIN with Phenaphen®) — when anxiety is 
associated with painful skeletal muscle spasm. 
Each RopaxisaL-PH Tablet contains: 
Rosaxin (methocarbamol Robins) 400 mg. Acetylsalicylic acid 
Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. Phenobarbital (%gr.) 8.1 mg. 
Supply: Bottles of 100 and 500 green-and-white laminated tablets. 
A. H. ROBENS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow's with persistence. 














place the foam in your hand (one appi- 2 CUP 
cator full). Note the volume . . . plenty for an effec- which euics folds of vagina and 


After extended rubbing... note how it becomes: 


tive block. 
heavy and creamy... how it covers and blocks. 





@e@e2ee0e008200008008080 
VAGINAL FOAM# 


anentirely different approach to birth control 


THESE PHOTOS SHOW HOW EMKO’S BLOCK OF FOAM SEALS THE CERVICAL OS 
... AND HOW IT VANISHES COMPLETELY WITHOUT DOUCHING. ONLY EMKO 
FOAM, BECAUSE OF ITS VIRTUAL WEIGHTLESSNESS, CAN PROVIDE THIS 
DIAPHRAGM-LIKE PROTECTION...AND STILL PERMIT NORMAL MARITAL 
RELATIONS WITH FULL PARTNER COOPERATION. 





a proven spermicide... 


The total surface area of each bubble of Emko 
Vaginal Foam contains the proven spermicidal 
combination of Nonyl phenoxy polyoxyethylene 
ethanol 8.0% and Benzethonium Chloride 0.2%. 
As the sperm attempts to penetrate the block of 


foam, its erratic course exposes it constantly to 
the large contact area created by the bubbles. 
Thus, Emko Vaginal Foam assures maximum 
spermicidal exposure... with a minimum weight 
of material. 


stocked by local drug stores / te EMKO COMPANY «7912 MANCHESTER AVENUE « ST. LOUIS 17, MISSOURI 


4 it vanishes completely! no trace of the 
greasiness so common in creams and jellies. 
That’s why Emko Vaginal Foam leaves no ‘‘after- 
mess” and no douching is needed! 


oe ap Weg Me PB s Sere & 


3 now, rub your hands together. work the 
foam into your skin just as you would a fine hand 
lotion. 


@PAT. NO. 2,943,979 OTHER PATS. PEND, 








> COMFORTABLE 
| CONTROL : 
\ THROUGHOUT 
CO THE OO 

“\5) TENSION 
PHASE 


OTS OD 


ACETAZOLAMIDE LEDERLE 
In premenstrual edema 


DIAMOX gently but effectively mobilizes fluid without drastic electrolyte 
change. Gentle self-limiting action allows a full night’s sleep without 
inducing nocturia, and minimizes the risk of further upset for the tense 
and irritable patient. Tablets of 250 mg. Parenteral, vials of 500 mg. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York D> 
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before they learn their letters... 


you can learn how well they see 


This chart devised by Schering is part of a simple vision screening test for children over 
3 years. Used with the special lens provided, it helps you detect impaired vision, including 
latent hyperopia (farsightedness), and thus facilitates screening of children in need of 
referral to an ophthalmologist. The complete kit—eye chart, special lens and instructions for 
use—is available without charge from your Schering representative or on writien request. 
Topical eye preparations: METIMYD® Ophthalmic Suspension (prednisolone acetate and sulfacetamide 
sodium) » Ointment with Neomycin; METRETON® Ophthalmic Suspension (prednisolone acetate and chlor- 
pheniramine gluconate); Sodium SULAMYD® Ophthalmic Solution (sulfacetamide sodium), 30% and 10%+ Oph- 
thalmic Ointment, 10%. SCHERING CORPORATION (Dept. F) » BLOOMFIELD, NEW JERSEY 


JANUARY, 1961 $-720 


a 
SCHERING’S CHILDREN’S EYE CHART 


NOTICE: THIS CHART SHOULD BE VIEWED AT 15 FEET. 
SEE INSTRUCTION BOOKLET FOR ADDITIONAL DIRECTIONS, 
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Let's face the facts: None 
but gas air 


conditioning 


SAVES 17% IN OPERATING COSTS —Savings that you get only with gas air 


conditioning will soon amortize the cost of the entire unit. 


GIVES FREE 24-HOUR SERVICE—At your service, day or night, is a reliable 


corps of carefully trained air conditioning servicemen to assure top-flight operation. 


OFFERS FREE SEMI-ANNUAL CHECKUPS —Twice a year, spring and fall, 
Michigan Consolidated automatically makes routine checks of your unit to maintain its 
peak efficiency the year ’round. 


DOES A DUAL JOB—COOLS, HEATS —One compact unit gives summer-winter 


comfort. It cools and dehumidifies in summer, heats and moisturizes in winter, keeps your 
customers and your employees happy all year long. 


HAS A LONG LIFE EXPECTANCY WITH NO MOVING PARTS —So 
free of trouble, so solidly built are gas air conditioners that they last far longer than others! 
A flame, not a compressor, does the job. 


IS FULLY BACKED BY THE MICHIGAN CONSOLIDATED GAS COM- 
PANY —The air conditioner itself, its installation, and subsequent servicing are completely 


backed by Michigan Consolidated for lasting satisfaction. 


Need any more reasons for putting gas air conditioning to work for you? If so, call an Air 
Conditioning Specialist at Michigan Consolidated Gas Company today! 


MICHIGAN CONSOLIDATED GAS COMPANY 
So much more for so much less— GAS naturally 
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How to use 
Trancopale 


in 
musculoskeletal 
“splinting” 





Although “splinting” of a joint by 
skeletal muscle spasm is often pro- 
tective, it can go too far or continue 
too long. Then spasm, pain and dis- 
use may lead to wasting. 





When you prescribe Trancopal, 
you can prevent “oversplinting.” 
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Pancreatitis: A Clinician’s Viewpoint 


John B. Gross, M.D. 
Rochester, Minnesota 


CulnicaLcy, three principal forms of pancreatitis are recognized: 
(1) acute edematous, interstitial, (2) acute hemorrhagic, necrotic, 
and (3) chronic. The clinical picture of each of these three forms 
will be surveyed briefly herein, and the matter of diagnostic criteria 
then will be considered. Certain special aspects of pancreatitis have 
been emphasized recently and deserve some comment. Finally, the 
management of patients with pancreatitis will be discussed. 


Clinical Varieties 


Acute Edematous Pancreatitis—It seems possible that mild, edemat- 
ous pancreatitis occurs more frequently than is appreciated. Every 
physician has encountered persons who could recall having experienced 
one or more isolated episodes of mild or moderate, steady, boring 
transepigastric pain, persisting all day and into the night, and un- 
attended by chills, fever or jaundice. Often, slight epigastric tender- 
ness has been associated. Such attacks may not have been severe 
enough to warrant calling a physician, or, if such was done, the 
diagnosis may have been pylorospasm, “gastritis” or “acute indiges- 
tion.” Roentgenologic studies later may reveal no evidence of gall- 
stones or peptic ulcer. Many such instances probably represent 
evanescent, mild edema of the pancreas which has escaped recog- 
nition. 

Attacks of the sort just described, but more severe, may result in 
admission of the patient to the hospital. Determination of the serum 
amylase during the acute attack commonly will afford evidence to 
corroborate the clinical suspicion of pancreatitis. If acute cholecysti- 
tis is the working diagnosis, laparotomy is performed. Usually no 
stones are found in the gallbladder, although the organ may appear 
to be mildly inflamed, and the pancreas is described as being “slight- 
ly thickened.” As a rule, the surgical findings are unimpressive, and 
there is no evidence of hemorrhage or parenchymal necrosis. It is 
this variety of pancreatitis about which Elman and Archibald wrote 
some thirty years ago. 

There is circumstantial evidence to support the concept that acute 
edematous pancreatitis may occur and pass unrecognized, apparently 
unaccompanied by pain of note. Evans and associates found no men- 
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tion of abdominal pain in the records of fifteen of 
twenty-five cases in which acute or subacute intersti- 
tial pancreatitis was detected incidentally at necropsy. 

Mild attacks of pancreatitis, such as described, gen- 
erally do not require hospitalization and often a phy- 
sician is not consulted. At most, analgesia and simple 
supportive measures suftice. 


Acute Hemorrhagic Pancreatitis—The clinical pic- 
ture in those afflicted with acute bemorrbagic pan- 
creatitis is in sharp contrast to that just described, for 
in such cases there is no doubt that something dramatic 
has occurred, and the patient is hospitalized promptly. 
The upper abdominal pain is acute, progressively more 
severe, steady, and prolonged; attacks may persist for 
days. The abdomen is tender, and evidences of peri- 
toneal irritation and shock are the rule. If looked for, 
Turner’s sign may be apparent in the loins during the 
attack. Nausea, vomiting and low-grade fever often 
occur, and usually mild-to-moderate polymorphonu- 
clear leukocytosis is found. Values for amylase in the 
serum and urine, as well as for serum lipase, may in- 
crease tenfold or more during the attack. Hypocal- 
cemia, thought to result mainly from deposition of 
calcium in areas of fat necrosis which involve the 
pancreas and which may be widespread throughout the 
peritoneal cavity, is common; values less than 7 or 
7.5 mg. per 100 ml. of serum portend a poor prognosis. 

The management of such patients is a joint project 
for physician and surgeon, although reasonable cer- 
tainty in regard to the diagnosis calls for continued 
application of conservative measures designed to re 
lieve pain, put the pancreas at rest, restore the blood 
volume to normal, combat hypocalcemia and support 
the patient otherwise by the intravenous administra- 
tion of fluids, glucose, electrolytes and vitamins. Cor- 
tisone is not indicated. Antibiotic agents may be use- 
ful, as noted later. 

The consensus is that operative intervention is in- 
dicated when: (a) there is doubt concerning the diag- 
nosis, and some other acute intra-abdominal catas- 
trophe is suspected, (b) stone in the common bile duct 
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is likely and (c) the complications of abscess or 
pseudocyst of the pancreas supervene. 

If gallstones are demonstrable or known to be pres- 
ent, cholecystectomy should be performed, usually 
after the acute attack has subsided. 


Acute hemorrhagic pancreatitis has proved fatal in 
a minority (25 to 30 per cent) of cases.** Although 
measures designed to maintain an adequate blood 


volume during the attack may aid in reducing mor- 
tality, as has been stressed by Elliott and associates, 
the occasional patient, overwhelmed by fulminating 
pancreatitis, does not survive, despite all therapeutic 
efforts. 


Chronic Pancreatitis—The clinician recognizes yet 
another form of pancreatitis: that which evolves over 
a period of years, in either continuous or relapsing 
fashion. Chronic, recurrent pancreatitis is the clinical 
variety of pancreatitis most commonly encountered, in 
my experience. Most patients seen during an attack 
of pancreatitis can recall previous similar episodes or 
will experience such bouts subsequently. 

Chronic pancreatitis occurs three or four times more 
commonly in men than in women. By no means all 
patients in this category have used alcohol to excess, 
and gallstones are absent in most.’® As a rule, chronic 
relapsing pancreatitis begins in the third or fourth 
decade of life, and attacks recur over a period of years. 
Although for most patients painful seizures increase 
in frequency, duration and severity as the years pass, 
this quickening of the tempo sometimes does not oc- 
cur, and such fortunate persons may be comfortable 
for years between the bouts of pain. Occasionally, one 
gets the clinical impression that the pancreatitis in a 
given patient is dormant and likely to remain inactive; 
in such instances it is commonly said that the pan- 
creatitis has “burned itself out.” Still, it is unwise to 
conclude that in such persons recrudescences may not 
occur at some future time. 


The clinical picture of chronic relapsing pancreatitis 
has been described in detail previously.’:'*:° The at- 
tacks of pain often vary somewhat in severity, and 
sometimes are mild enough to suggest edematous pan 
creatitis, but more often they are severe enough to 
require repeated injections of opiate over a period of 
days, thus resembling more the acute hemorrhagic 
form of the disease. The seizures of chronic relapsing 
pancreatitis generally are not attended by shock, how 
ever, nor are they likely to be lethal. 

The pain of pancreatitis is located in the upper part 
of the abdomen, often beginning in the epigastrium and 
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spreading thence into either hypochondrium or both 
(more characteristically the left), upward into the 
lower, anterior part of the thorax, and through to the 
midportion of the back. Generally, the onset of pain 


fever generally is low grade and transient or absent 
altogether. 

Epigastric and left subcostal tenderness is the most 
frequent physical concomitant. Turner’s sign is ob- 





Fig. 1. Pancreatic calcifications, showing various patterns: (a) racemose throughout head of pan- 
creas; (b) miliary and duct stone formed in tail of pancreas 41/, years after removal of several stones 
from the duct of Wirsung in the head of the gland; 
the pancreas; (d) small calculi apparently within pancreatic ducts in the head of the pancreas 


is gradual, with progressive increase in the intensity of 
the pain over a period of several hours. Attacks may 
begin abruptly, however, sometimes during acute emo 
tional upsets. Characteristically the pain is steady and 
boring; colicky pain is unusual unless the disease is 
complicated by stones in the biliary tree. The duration 
of the pain is an important diagnostic clue, for typi 
cally the pain lasts for days at a time—two or three 
days most often, but sometimes for a week or more 
After a number of years of recurrent attacks, a stage 
often is reached at which one attack merges with an- 
other, so that the patient cannot recall having been 
entirely free of epigastric pain for weeks or months 
During the painful seizure the patient often prefers 
to bend forward or to assume the knee-chest position. 
Nausea and vomiting, as well as anorexia, are com 


mon accompaniments of the acute seizure, although 
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(c) amorphous calcific material in the head of 


served uncommonly and lack of rigidity of the ab 
dominal wall is notable. 

As with edematous or hemorrhagic pancreatitis, dur 
ing acute attacks the values for amylase in the serum 
and urine usually are increased during the first few 
days and those for serum lipase may be increased as 
well. Hypocalcemia is not uncommon; serial deter 
minations show a gradual return to normal values as 
the attack subsides. Transient hyperglycemia and gly 
cosuria occur occasionally during attacks. 

Late in the course of chronic pancreatitis, as par- 
enchymal destruction and fibrosis progress, the se 
quelae of pancreacitis make their appearance: pan- 
creatic calcifications, external pancreatic insufficiency 
(steatorrhea and azotorrhea) and permanent diabetes 
mellitus. These may appear at different stages and may 


occur singly or in combination. The calcifications 
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(Fig. 1) sometimes present a lacy, filigree, racemose 
appearance or may form calculi in the larger pancreatic 
ducts. Over a period of years the calcifications may 
increase slowly in size, number and density, and a 


TABLE I, PANCREATITIS: DIAGNOSTIC CRITERIA 


Presumptive 
History 


“Gray Zone” 

History plus increased values for enzymes in serum and 
urine 

History plus surgeon’s description 

History plus elevations of enzyme content of serum and 
urine plus surgeon’s description 

History plus sequelae 

History plus family history 

Sequelae alone 

Surgeon’s description 


Definite 

Surgeon’s description (hemorrhage and necrosis) 
Pathologic confirmation (alone or with any of above) 
Sequelae (especially calcifications) 


greater area of the pancreas may be affected. The 
diabetes caused by pancreatitic destruction of islet 
cells is similar to that occurring in persons who do 
not have pancreatitis. Steatorrhea and azotorrhea may 
be marked enough to be detected by gross examination 
of the stools; certain demonstration and accurate 
quantitation, however, depend upon careful perform- 
ance of intake-excretion studies, especially when the 
external pancreatic insufficiency is not of marked de- 
gree.1,39 

Chronic pancreatitis may occur without clinically 
significant pain, as emphasized by Bartholomew and 
Comfort. This diagnosis is apparent in the occasional 
patient who undergoes surgical exploration to ascertain 
the basis for painless jaundice of obstructive type; at 
operation there may be considerable difficulty in de- 
termining whether the pancreatic mass is benign or 
malignant. In other cases the pancreatitic sequelae of 
calcifications and steatorrhea, alone or together, may 
serve to focus attention on the pancreas when pain has 
been largely lacking. Rarely, the patient may com- 
plain only of painless enlargement of the upper part 
of the abdomen, which results from pancreatic pseudo- 
cyst, a complication of pancreatitis. 


Diagnosis 
In many cases the diagnosis of pancreatitis is not 


difficult. The history often is sufficiently clear cut and 
distinctive to enable one to suspect pancreatitis rather 
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strongly. However, on the basis of the history alone 
only a presumptive diagnosis is possible (Table I). 
If operation is carried out and pathologic study of 
excised pancreatic tissue shows edema, hemorrhage, 
parenchymal or fat necrosis, fibrosis or calcifications, 
the diagnosis is established. When pancreatic cal- 
cifications are demonstrable roentgenologically, the di- 
agnosis also is definite. Clear-cut demonstration of 
external pancreatic insufficiency likewise erases un- 
certainty. Diabetes mellitus without other sequelae of 
pancreatitis is less diagnostic, since diabetes occurs 
so commonly in the absence of pancreatitis. 

As indicated in Table I, there is a sizable diagnos- 
tic “gray zone” of cases, to which generalizations do 
not apply well. In such cases the patients must be 
considered individually. In the alcoholic patient who 
has experienced recurrent attacks of severe and pro- 
longed upper abdominal pain, each attack requiring 
repeated doses of opiate for relief, and with markedly 
elevated values for serum amylase and lipase during a 
seizure, the diagnosis of chronic relapsing pancreatitis 
is on fairly safe ground. The same cannot be said of 
the diagnosis in the case of a nonalcoholic patient 
with atypical pain and normal or borderline values for 
serum or urinary enzymes. There are, obviously, shades 
of definiteness in this intermediate diagnostic group. 
When the sequelae or complications of pancreatitis are 
detectable, the diagnosis becomes more definite, as 
noted. 

There is sometimes uncertainty as to how much 
reliance can be placed on the surgical findings. Again, 
these can be most definite and informative, as when 
severe hemorrhagic pancreatitis or extensive parenchy- 
mal or fat necrosis is found. The finding of pancreatic 
“tumor,” with or without performance of biopsy, 
however, may leave room to suspect underlying car- 
cinoma, and a surgical report of mild-to-moderate pan- 
creatic enlargement or induration also has less diag- 
nostic meaning. Even more confusion may follow the 
surgeon’s report that the pancreas seemed normal; such 
an impression, particularly when operation is per- 
formed a few days or weeks after pain has subsided 
and early in the course of chronic pancreatitis, does 
not exclude that diagnosis. 

Most clinicians are now aware of the several con- 
ditions other than primary pancreatitis which may 
provoke increase in the values for serum amylase and 
lipase. Mumps, prior administration of opiates, in- 
testinal obstruction, perforated peptic ulcer, peritonitis 
and renal insufficiency are potential diagnostic pitfalls 
in this connection.?° 


Recently, determination of the content of amylase 
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in the urine has been revived and employed more 
widely as a diagnostic tool in patients with active pan- 
creatitis.°* The available evidence suggests that the 
urinary excretion of amylase often remains high for 
days after the concentration in the serum has returned 
to normal. The observations of Gambill and my own 
limited experience with the urinary amylase test are in 
accord with this view. Since determination of the 
content of amylase in the urine can be performed on 
an accurately timed 2-hour specimen, the result is 
available within a few minutes, and the test is inex- 
pensive and simple, it should prove useful in the 
diagnosis of pancreatitis. 


Hereditary Pancreatitis 


Since 1952 a number of interesting kindreds have 
been observed in multiple members of which pancre- 
atitis has developed.***?1 The first of these families 
was described by Comfort and Steinberg, who pointed 
out most of the essential clinical features. Since that 
time my associates and | have observed at least 
four other such kindreds, and both Jackson?7:?* and 
Doubilet have encountered a family. Apparently the 
condition is not so uncommon as might be supposed. 


In its clinically recognizable form the condition 
probably is inherited as an autosomal dominant trait. 
Transmission, apparently in accordance with mendelian 
laws, justifies the designation of “hereditary” (rather 
than simply “familial”) for this form of pancreatitis. 
Whether abortive or incomplete forms exist in some 
of the blood relatives, as happens in the case of cystic 
fibrosis, for example, is not known at present. 


Hereditary pancreatitis makes its appearance early 
in life. The typical patient is a young adult, usually 
with a history of similar attacks recurrent since early 
childhood. Originally, females seemed more commonly 
affected than males but subsequent observations indi- 
cate that the incidence according to sex is approxi- 
mately equal in the still-small population sample. 


The hereditary form of pancreatitis clinically re- 
sembles the nonhereditary form of relapsing pancreati- 
tis in most respects. Affected persons usually experi- 
ence the same severe seizures of upper abdominal pain 
lasting for days at a time, necessitating repeated in- 
jections of opiate for relief, and frequently hospi- 
talization for a week or more. Some attacks may be 
mild and evanescent, others severe and incapacitating. 
The same sequelae of diabetes mellitus, pancreatic cal- 
cifications and external pancreatic insufficiency may 
develop after sufficient destruction of the pancreatic 
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parenchyma has occurred, and the complications of 
pseudocyst, abscess, gastrointestinal or retroperitoneal 
bleeding and addiction to opiates may occur also. 

A few clinical features are peculiar to the hereditary 
type of pancreatitis. The principal difference from 
the nonhereditary disease, other than the familial in- 
volvement, is the early age at onset; hereditary pan- 
creatitis is primarily a disease of children and young 
adult persons. Gallstones and alcoholic excesses have 
been encountered infrequently among persons with the 
hereditary disease. Interestingly, the calcific deposits 
in the pancreas in those with hereditary pancreatitis 
are mostly in the form of calculi in the larger pan- 
creatic ducts, which fact probably has some signifi- 
cance, as yet undetermined. 

It is likely that those with hereditary pancreatitis 
have inherited some predisposing abnormality, since 
the condition is transmitted in accordance with men- 
delian laws and since it becomes manifest so early 
in the lives of those affected. The nature of the in- 
herited predisposing abnormality is not clear, although 
it is likely of a biochemical or metabolic character; 
in those examined at operation or necropsy to date 
we have not observed evidence of an anomalous ar- 
rangement of the pancreatic or bile ducts, nor of other 
anatomic abnormality. Microbiologic assays in some 
persons with hereditary pancreatitis, as well as in a 
few of their as yet seemingly nonpancreatitic blood 
relatives, have shown some abnormalities, chief of 
which is an amino-aciduria in which relatively large 
amounts of lysine are excreted.’*?? That this amino- 
aciduria has any etiologic or pathogenetic significance 
in the development of pancreatitis in such persons is 
not established, however. 


Pancreatitis and Hyperparathyroidism 


In 1957 Jackson*® and also Cope and associates de- 
scribed the clinical association of pancreatitis and hy- 
perparathyroidism. The suggestion was made that the 
hyperparathyroid state in some way had given rise to 
the pancreatitis in these cases and a few previously 
recorded. The association of these two unusual diseases 
is interesting, not because large numbers of patients 
have been involved, but because (1) there is implicit 
in this association a cause-and-effect relationship, a 
provocative hint related to the pathogenesis of pan- 
creatitis, and (2) for the clinician, a new diagnostic 


clue to either condition is suggested. 

As indicated, the number of such patients described 
thus far is small—to the present, perhaps twenty- 
one.*:1%13,19,25,28,31 However, only two™*? of the six 
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patients encountered thus far at the Mayo Clinic (four 
of them since 1958) have been reported upon, and 
apparently a similar situation obtains elsewhere.’ In 
most of this group of twenty-five-odd cases one theme 
recurs with some regularity: upper abdominal pain de- 
velops, and a clinical diagnosis of pancreatitis is made 
The content of calcium in the serum, determined in 
order to follow the course of the pancreatitis and with 
the anticipation of finding a low value, unexpectedly 
turns out to be high. The finding of persistent hyper- 
calcemia suggests hyperparathyroidism, and eventually 
a parathyroid adenoma is removed. 

In a number of such instances the pancreatitis is 
said to have abated after parathyroidectomy. This 
suggestive evidence and the remarkable familial in 
volvement (two brothers and their mother) reported 
by Jackson and associates do support the idea that the 
hyperparathyroidism in some way has predisposed to 
recurrent pancreatitis in these patients. In most of the 
cases the duration of either of the two conditions 
apparently is not known; this is particularly true with 
respect to the hyperparathyroidism. 

If hyperparathyroidism can lead to pancreatitis, what 
is the mechanism? One suggestion proposed is that the 
hypercalcemia favors formation of stones in the al- 
kaline milieu of the pancreatic ducts, with resultant 
obstructive pancreatitis. Such an explanation might 
apply to those instances in which stones are found in 
the larger pancreatic ducts, but it is difficult to recon 
cile this hypothesis with the fact that no pancreatic 
calcifications have been noted in approximately half 
of the persons observed. Germaine to the matter is 
the recent work of Haverback and co-workers, show- 
ing that the addition (in vitro) of calcium ion to pan 


creatic juice until the concentration exceeds 7 milli- 


equivalents per liter permits activation of trypsinogen 


by trypsin, a reaction postulated to be of importance 
in the pathogenesis of pancreatitis.* Also of some 
interest are the data obtained by Schilling and asso- 
ciates showing that both canine and human pancre- 
atic tissue normally contains relatively high concen- 
trations of calcium (compared with liver and muscle) 
and that the calcium content of inflamed canine and 
human pancreatic glands is markedly elevated. It 
should be observed, however, that a critical piece of 
evidence is still lacking; namely, the calcium content 
of juice from the pancreatic ducts of healthy persons 
and of patients with coexistent hyperparathyroidism 
and pancreatitis. The latter data should not be diffi 


*It may be noted that the work of Beck and associates 
questions the validity of this concept. 
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cult to obtain if, at operation on such patients, the 
surgeons are alert to the opportunity presented. 

The physician aware of the possible coexistence of 
hyperparathyroidism and pancreatitis, when confront- 
ed with either condition, will think of the other. In 
the patient with hyperparathyroidism and unexplained 
attacks of upper abdominal pain, the possibility of 
pancreatitis should come to mind. Conversely, the 
calcium content of the serum of each patient who has 
pancreatitis should be determined, not only to estab- 
lish whether or not hypocalcemia is present, but also 
to bring evidence to bear on the possibility of hyper- 
parathyroidism; it should be kept in mind that a ten- 
dency toward hypercalcemia may be masked tempo- 


rarily if active pancreatitis is also present. 


Pancreatitis and Hyperlipemia 


This subject, reviewed recently,’:1°°°® will not be 
considered here in detail. It is appropriate to note, 
however, that occasionally patients with active pan- 
creatitis are found to have turbid serum, which on 
analysis is found to contain high concentrations of 
lipids; also of interest is the occurrence of relapsing 
pancreatitis in some persons with familial hyperlipe- 
mia. 

It is not known whether the hyperlipemia in such 
patients results from or provokes the pancreatitis, or 
whether both are perhaps consequences of some other 
metabolic derangement in the body. Experimental 
and clinical observations to date suggest that the con- 
comitant occurrence of the two conditions is more 
than coincidental and probably is more frequent than 
has been realized. This fascinating relationship, in- 
viting further study, doubtless holds important clues 


to the pathogenesis of some instances of pancreatitis. 


Therapy 


There are only a few guiding principles in the man- 
agement of patients who have pancreatitis. One of 
these is general support of the patient, including re- 
lief of pain; another is to put the patient and the in- 
flamed organ at rest; a third measure is removal of 
possible precipitating factors, to prevent future at- 
tacks, with consequent pancreatic destruction. It is 
obvious that the extent and character of the therapeu- 
tic measures will vary with the severity of the attack 
and with other circumstances in the individual patient. 
If the sequelae or complications of pancreatitis super- 
vene, special treatment is in order. 

The therapy of acute pancreatitis has been men- 
tioned above. It is the consensus that acute pancreati- 
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tis is best managed medically. Mild attacks may re- 
quire little except rest in bed for a day or two and ap- 
propriate dietary limitation. Severe attacks may neces- 
sitate vigorous support in the form of the administra- 
tion of blood, adequate doses of opiate for relief of 


pain (if nitroglycerin or other antispasmodic is un- 
availing), continuous gastric aspiration and parenteral 
replacement of water and electrolytes. Significant hy- 
pocalcemia calls for the intravenous administration of 
10 ml. of a 10 per cent solution of calcium gluconate 
two or three times daily. If fever is present, one of 
the tetracycline antibiotic agents is given orally in 
doses of 500 mg. every six hours or intravenously 
every twelve hours to prevent secondary infection. A 
combination of 1,000,000 units of procaine penicillin 
and 1 gm. of streptomycin administered intramuscu- 
larly each day in divided doses seems equally satis- 
factory. 


After the acute attack has subsided, an attempt is 
made to prevent further bouts of pancreatitis by ad- 
vising the patient to avoid alcohol completely and per- 
manently; to employ a bland diet, avoiding spices, 
large amounts of greasy foods and overloading of the 
stomach; and to obtain adequate rest and relaxation. 
Studies should be conducted a month or so after the 
acute seizure has subsided in order to exclude the 
presence of gallstones, hyperparathyroidism and per 
sistent hyperlipemia. Cholecystectomy or, less often 
removal of a hyperfunctioning parathyroid gland or 
adenoma may be indicated. The demonstration of 
persistent hyperlipemia invites trial of 1 gm. of nico- 
tinic acid administered orally two or three times daily, 
or appropriate doses of triparanol (MER-29) or some 
other agent designed to bring the lipid content of the 
plasma to normal. 


Late in the course of chronic pancreatitis, diabetes 
mellitus and external pancreatic insufficiency com- 
monly are present. The diabetes calls for measures 
similar to those employed in the treatment of diabetes 
of the ordinary type; by extrapolation from experi- 
ments in animals with extirpation of the pancreas, 
severe diabetes resulting from destruction of the pan- 
creatic islets should be largely refractory to the sul- 
fonylurea compounds. Deficiency of external pancre- 
atic secretion, with resultant steatorrhea and azotor- 
rhea and attendant fecal losses of calcium and fat- 
soluble vitamins, can be controlled satisfactorily by 
administration of pancreatin or viokase tablets (each 
containing 0.3 gm. or 5 grains) in doses of 2 to 5 
gm. with each meal, or one tablet to three tablets 


29 


hourly when awake.?°” 
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The surgeon plays the major role in the treatment 
of severe and progressive chronic pancreatitis and its 
complications.*:*:*7:8 Many operations have been em- 
ployed and none has been found entirely reliable. 
Choice of operation will depend on the circumstances 
in the individual case, as well as on the surgeon’s ex- 
perience and judgment at the time of operation. If 
callstones are present, cholecystectomy and explora- 
tory choledochostomy are indicated. At that time trans- 
duodenal sphincterotomy also may be carried out. 


Internal or external biliary-drainage procedures have 
been followed by good results (prolonged periods of 
remission) in a half to two thirds of cases,°? and dis- 
tal pancreatectomy with retrograde pancreatojejunos- 
tomy has proved helpful in some cases in which there 
is obstruction of the pancreatic ducts in the head of 
the gland. Removal of calculi from the pancreatic 
ducts is accomplished when feasible. Total pancre- 
atectomy rarely has been performed for intractable 
pancreatitis. Drainage of pancreatic abscesses and 
pseudocysts may be necessary. Splanchnicectomy has 
been followed by relief of pain for prolonged periods 
in some patients. 


It is apparent that the treatment of pancreatitis is a 
combined medical and surgical endeavor, which must 
be individualized. In an unfortunate minority of 
cases all therapeutic efforts may fail to control the 
disease; a number of such patients eventually become 
demoralized, bankrupt and addicted to opiates. Com- 
plete rehabilitation then is indicated but often is im- 
possible. In such cases the disease is truly malignant, 
though not neoplastic. 
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It's unwise to pay too much, but it's worse to pay too little. When you pay too much, you lose 
a little money—that is all. When you pay too little, you sometimes lose everything, because the thing 


you bought was incapable of doing the thing it was bougbt to do. The common law of business 
balance probibits paying a little and getting a lot—it can't be done. Jf you deal with the lowest bidder, 
it is well to add something for the risk you run, and if you do that you will have enough to pay for 
something better..—JoHN RuskIN (1819-1900). 
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Treatment of Arthritis with Guanido-Amino-Peptidase 


A Preliminary Report 


Aun TOUGH the widely heralded ACTH, corti- 
sone, and the many related steroids have done much 
to temporarily alleviate the symptoms of arthritis, this 
group of therapeutic agents is failing to fulfill the 
hope of a real cure. A high incidence of serious un- 
toward reactions follows even recommended thera- 
peutic dosage. Another drawback is the fact that when 
administration of steroids is stopped, the arthritic 
symptoms return, sometimes more severely than be- 
fore treatment was initiated. The author, himself an 
arthritic (rheumatoid spondylitis), knows from his 
own personal experience, as well as from that of his 
patients, the true meaning of the consequences of false 
hope. But progress depends on utilizing the available 
information and adding to it the newer knowledge ob- 
tained from research. 

The present report describes the results obtained 
in fifty arthritic patients with guanido-amino-pepti- 
dase, a guanidine-reducing enzyme. 

Although some actions of enzymes have been known 
for many years both in medicine and in industry, the 
true significance of the important roles played by en- 
zymes in health and disease are only now being estab- 
lished. In the field of arthritis, attention was called to 
the therapeutic value of specific enzymes by Black- 
berg,’ one of my co-workers with guanido-amino-pep- 
tidase. 

Working with adenosine-5-monophosphate, which 
is closely related to guanido-amino-peptidase, he dem- 
onstrated the important role played by this enzyme 
and many others in maintaining maximal functional 
efficiency of the body as a whole. After summarizing 
the known facts concerning the effectiveness of this 
enzyme in many diversified disturbances he stated: 


It helps us to understand how any disturbance resulting 
in a lack of AMP or other enzyme constituents may have a 
causal relationship with the many rheumatic disorders and 
directly or indirectly with other degenerative disease processes. 
. . . With each advance in the knowledge of cell chemistry 


and the structure and function of enzyme systems, we come 
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closer to a definition of life and to a better understanding of 
the etiology, pathogenesis and treatment of disease. Replen- 
ishing the cells with the molecular components necessary for 
normal cellular activities is therefore the basis of this new 
approach to disease therapy and with it, the birth of a new 


age in medical science. 


That guanidine may play a role in the etiology of 
some forms of arthritis has been proposed by several 
investigators. A symposium by Krebs and Harris gives 
further evidence of the causal relationship between 
arthritis and enzyme imbalance :* 


Failure of an enzyme system to hydrolyze or “crack” food 
products sufficiently for their removal, will disrupt the normal 
functioning of these complex processes. More than likely, as 
an antecedent factor in arthritis, imbalance in an enzyme 
leaves cellular waste products insufficiently oxidized for proper 
handling by the kidneys or other excretory organs, thus ad- 
mitting into the circulation toxic compounds that irritate 
the serous membranes of the body, particularly the extensively 


used joint membranes. 


Procedure 


Fifty patients, twenty men and thirty women, with 
various types of arthritis, who failed to respond to pre- 
vious therapy were treated with guanido-amino-pep- 
tidase. They ranged in age from twenty-two years to 
seventy-five years. Diagnosis was made in accordance 
with the diagnostic standards of the American Rheuma- 
tism Society. They were classified as follows: rheu- 
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matoid arthritis, 49 per cent; osteoarthritis, 37 per 
cent; mixed, 14 per cent. 

Previous treatment varied and included salicylates, 
ACTH, cortisone, prednisone and other steroids, heat, 
diathermy and massage. Only patients who failed to 
benefit from previous treatment were included in this 
study. 

The therapeutic agent being studied is guanido- 
amino-peptidase, an enzyme which acts on the poten- 
tially harmful guanidine and converts it to urea and 
ammonia, which are readily excreted or rendered 
harmless. Under normal conditions guanidine is me- 
tabolized, but in patients with rheumatoid arthritis 
there may be a disturbance either in the enzyme ac- 
tivity or other metabolic processes which may lead to 
an increase in guanidine. By the administration of 
guanido-amino-peptidase the guanidine is broken down 
to urea and ammonia and eliminated. This is not un- 
like many other diseases which are caused by impaired 
enzymatic activity and are therefore improved by 
restoring the needed enzyme. Gout, with its disturbed 
purine metabolism and accumulation of uric acid salts, 
is greatly benefited by any agent which helps eliminate 
the excess urates. 

The guanido-amino-peptidase (Barthro) was admin 
istered intravenously in the form of an aqueous extract, 
buffered to the desired pH and activated for optimal 
enzymatic activity.* The dose of 5 cc. containing 2 Q 
units of active enzyme was injected intravenously every 
third day for six to twelve injections. One Q unit 


*Supplied in activated, standardized form under the trade 
name, Barthro, by Barry Laboratories, Detroit, Michigan. 
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designates the enzymatic activity decomposing 1 mg. 
of a standardized substrate. 


Results 


Because the patients included in this study were re- 
fractory to their previous therapy, their beneficial re- 
sponse to Barthro induced the author to prepare this 
preliminary report while additional studies are still in 
progress. Excellent results, with complete freedom of 
symptoms, occurred in 40 per cent of the patients 
treated. Good results, with return to pain-free activity 
—but persistence of irreparable tissue damage, oc- 
curred in 54 per cent. Poor results, with some di- 
minution of pain but without restoration of normal 
function, occurred in 6 per cent. Although maximum 
doses were given for long periods, no toxicity or un- 
toward reactions were observed in any of the patients 


treated. 


Conclusion 

Guanido-amino-peptidase was administered intraven- 
ously to fifty arthritic patients who failed to respond to 
previous therapy. Ninety-four per cent of the patients 
showed remission of symptoms and return to normal 
activities; 6 per cent showed a poor response although 
pain was relieved, and no untoward reactions or tox- 
icity occurred in any of the patients. 
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Prothrombin Synthesis in the Dog 


Information was obtained on biosynthesis of prothrombin 
and how drugs such as coumadin and vitamin K; function at 
the cellular level. Flourescent anti-dog prothrombin was used 
to mark those dog liver cells containing prothrombin when 
prothrombin production was modified by drugs. Coincidental 
with sampling of the liver, blood was drawn for studies of 
circulating coagulation factors. It appears from these that 
normally liver parenchymal cells are engaged in cyclic asyn 
chronous production of prothrombin. Studies of prothrombin 
depleted dogs following coumadin treatment clearly show 
that the mechanism of action of this drug is to interfere 
directly with biosynthesis rather than to promote storage of 
prothrombin. Vitamin K, administered to such dogs pro- 
moted prothrombin synthesis 

A precise timing in the sequence of cellular and circulation 
events following vitamin K; treatment was found. First there 
was a lag phase while precursors were mobilized and _ suffi- 
cient quantities of prothrombin formed to be detected by 
the fluorescent antibody technique. Only a small increase 
in circulating prothrombin occurred over the next two and 
one-half hours, while more and more parenchymal cells were 
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marked as actively engaged in prothrombin synthesis. During 
this period, the status of the circulating procoagulants as 
indicated by the one-stage assay returned to normal. The 
two and one-half- to four-hour period was one during which 
all of the liver parenchymal cells were stimulated to syn- 
chronous production of prothrombin with storage indicated 
by the most intense cellular fluorescence seen at any time 
This was followed by a release period when cellular fluo- 
rescence decreased and circulating prothrombin increased 
to normal 

Vitamin K, given to normal dogs, also, promoted syn- 
chronous parenchymal cell activity with a small release of 
prothrombin to the circulation. It appears, however, that a 
regulatory mechanism exists which maintains the circulating 
prothrombin within limits by promoting either storage or 
release of prothrombin by liver parenchymal cells. (Supported 
in part by the Michigan Heart Association).—Abstract of a 
paper presented by Gordon F. Anderson and Marion J. Barn 
hart of Wayne State University, before the Detroit Physio 
logical Society, March 16, 1961 
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Pulsion Diverticulae of the Esophagus 


A Report of Fifteen Cases Repaired 
by a Single-Stage Procedure 


Our REPORT includes a detailed account of our 
technique, results and observations. The salient fea 
tures of this interesting condition and the evolution 
of its surgical correction are more abundant in the 
literature. We refer the reader to the detailed account 
of Harrington,’ Sweet,? and McNeeley and Glassman. 
The first descriptions of pharyngoesophageal diverticu 
lae is generally credited to Ludlow in 1764, Bell .in 
1816, and Meckel in 1832.4 However, it was not 
until 1877 that this defect became well known through 
the classic description of Zinker.° So remarkable was 
his presentation that this diverticulum is sometimes 
referred to as Zinker’s Pouch. These early writers 
were joined by Goldman,® who described the original 
two-stage operation, C. H. Mayo,’ E. Starr Judd,* 
and F. H. Leahy, all of whom contributed greatly to 
the refinements of the two-stage procedure. The origi- 
nal interest in the two-stage procedure was stimulated 
by an effort to reduce the high incidence of post 
operative mediastinitis, pneumonia and fistulae with 
which the earlier one-stage procedure was cursed 
The mortality rate of early one-stage procedures was 
considerable and the two-stage operation did much to 
overcome this. The problems and complications that 
attended the single-stage procedure when first done 
were largely due to improper techniques and inatten- 
tion to certain basic principles. The use of ponderous 
catgut sutures plus the cauterization, carbolization 
and inversion of the stump played prominent roles 
in the number of abscesses, fistulae, and the occasional 


cases of esophageal stenosis that were seen. Little 
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heed was paid to the segmental blood supply of the 
esophagus, and the diligent care which must be exer- 
cised to avoid tissue trauma in esophageal work was 
not observed. 

Generally speaking, diverticuli of the esophagus are 
usually divided into three main groupings: pulsion, 
traction, and super-diaphragmatic. Pulsion diverticuli, 
those with which we are concerned, are usually situ- 
ated in the hypopharynx at the pharyngo-esophageal 
junction. Traction diverticuli are those usually con- 
fined to the mid-portion of the esophagus and are 
the result of inflammatory attachment to the esopha- 
sus by adjacent carinal nodes. The exact classifica- 
tion of super-diaphragmatic diverticuli has not been 
accurately determined. Actually, as Harrington’ 
has stated, the term esophageal diverticulum is anatom- 
ically incorrect for two reasons. First, the diverticulum 
rarely is invested with a muscle coat and should there- 
fore be termed more properly as saculation. Secondly, 
the mucosal herniation actually occurs through the 
muscle fibers of the pharynx and not the esophagus 
(Fig. 1). However, time, convenience, and tradition 
have firmly implanted the misnomer in the medical 
literature of today. Satisfactory proof for the accept 
ance of any one factor in the etiology of diverticuli 
has yet to be presented. Coburn’? ascribes to the 
theory of congenital influences in describing the pres- 
ence of a pharyngeal pouch in pigs and reports cases 
in a two-year-old and in an eight-year-old child. 
Congenital mal-developments of the hypopharynx, 
the esophageal pouch or the crico pharyngeal muscle 
would thus be predisposing factors to these pulsion 
diverticuli. King,’’ conversely, attributes the condi- 
tion to the anatomic relationships of the cervical verte- 
brae to the fascia and extrinsic muscles of the esopha- 
gus. His detailed pharyngeal and esophageal anatomy, 
as they occur about the maturely developed larynx, 
and the relation to the cervical spine, plus his observa- 
tions on the act of swallowing and the exertion of 
pressure on these anatomic deficiencies are convinc- 
ing. We wish merely to state that in our relatively 
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small series, all of the patients have had swallowing 
difficulties attendant with upper dentures and a history 
of improper mastication. 

The average age of the patients in our series has 
been sixty-three years. The youngest patient was 
forty-eight, the oldest eighty-three. The symptoms 
are essentially of six months to four years in duration. 
These include: dysphagia found in all fifteen patients, 
orthopnoea in six, hoarseness in seven, weight loss 
in twelve. All of the lesions were demonstrated by 
fluoroscopic x-ray examination with opaque media. 
In each case the lesion was endoscopically inspected, 
the diverticulum being visualized, so that the diameter 
of the orifice could be determined. The diverticuli 
were aspirated to determine bacteriologic content and 
also rid them of secretion prior to surgical extirpation. 


Preoperative Preparation 


The surgical preparation consists of: 1. The cor- 
rection of dehydration and the alterations of body 
chemistry resulting from the near starvation diets. 
On occasion this has proven a difficult task. The 
use of the appropriate intravenous fluids or the feed- 
ing of a high caloric diet by a nasal gastric tube is 
sometimes necessary. If difficulty is encountered in 
the passage of the nasal tube to be used for feeding, it 
may be inserted at the initial esophagoscopy or it may 
be inserted by passing it down a string which the 
patient has previously swallowed. 2. An anti-bac- 
teriologic program consisting of streptomycin and 
penicillin is given twice a day for two days prior to 
surgery. 3. Endoscopic examination of the true esoph- 
ageal lumen and the diverticulum take-off with dilata- 
tion of the main esophageal lumen thus minimizes the 
danger of pressure rupture at the site of the closure 
of the pharynx following surgical repair. 4. As hoarse- 
ness is such a common complaint in this disease, all of 
the patients are subjected to direct laryngoscopic ex- 
amination to rule out any co-existing pathology of 
the cord structures. 


Surgical Technique 


The operation was performed in all cases using gas, 
oxygen, and ether endotracheal positive pressure anes- 
thesia. The results of this technique in this series was 
satisfactory. With the patient in the reverse Trendel- 
enburg position, and the head extended, a small pillow 
is placed beneath the shoulder of the operative side, 
the head is turned toward the other side. Unless the 
P.A. film demonstrates the sac to be to the right of 
the midline, the left sternocleidomastoid is used as 
the line of incision. The incision is made parallel to 
this muscle fold, from the level of the prominence of 
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the thyroid cartilage down to approximately 2 cm. 
above the clavicle. The usual incision is 7 to 8 cm. 
in length. The platysma is cut across in the line of 
incision and the superficial layers of the deep cervical 


Fig. 1. Advanced diverticulum with a 
broad base. Case 8. 


fascia are opened. This incision frees the sternocleido- 
mastoid muscle so that it may be retracted laterally 
and pulls medially the sternothyroid and the inner 
belly of the omohyoid and thus exposes the carotid 
sheath. Dissection between the carotid sheath and the 
thyroid gland is readily accomplished by ligation of the 
middle thyroid veins. Retraction of the gland, medial- 
ly, and of the carotid sheath laterally, exposes the 
esophageal bed. Remnants of the buccopharyngeal 
fascia bind the esophagus to the paravetebral fascia 
but simple blunt dissection readily frees the esophageal 
pharyngo junction and the base of the inferior con- 
strictors, the cricoidius and the muscles that contribute 
to the sac of the diverticulum, at the upper end of 
the esophagus. The use of Green and Brewster retrac- 
tors greatly aid the exposure so that the anatomic 
site of herniation can readily be visualized. Two 
points of importance in the isolation of and the re- 
section of the sac are (1) accurate definition of the 
sac neck, and (2) preservation of two separate coats, 
the muscularis and the mucosa. Although the wall 
of the sac may have suffered multiple attacks of in- 
flammatory change, leaving its walls thick and dis- 
torted, it is usually possible to outline the ruptured 
muscle layers as a fringed collar extending 1 to 11 
cm. onto the sac wall. This should be dissected free 
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with particular care given to hemostasis. If they are 
not completely separated, they may form a ridge over 
which a new diverticulum may form. The esophageal 
submucosal venous plexus may be troublesome in the 


Fig. 2. Technique of sac resection with a two-angle 
closure of mucosa and muscularis. 


presence of inflammation. It may be well, as Coburn 
suggests, to ligate this plexus early to avoid bleeding 
since even a small hematoma impairs the viability of 
the suture line. Having secured the exact mucosal 
neck of the sac and a free separate muscular layer, 
it is important to divide the neck of the sac flush 
with the cricoid muscle to prevent cutting on a bias. 
Guide sutures are secured in the muscular corners 
and a Duval lung clamp is placed across the sac’s 
neck so that its forward jaw is parallel to the line 
of incision. For the mucosal approximation 0000 silk 
is used, cutting and sewing across the base with in- 
dividual, interrupted sutures. No effort is made to 
invert the suture knot as is suggested by Sweet. The 
muscular layer is closed separately with 0000 silk. 
A small Penrose drain is left in the superficial portion 
of the wound and the fascial layers are closed with 
silk. The realignment of the muscularis of the 
esophagus obviously can only be in the plane of 
the constrictor fibers. However, the realignment or 
the suture line of the mucosa could be made and 
swung in almost any direction. The advantages of 
the method are: 1. There is no suture ridge or dimple 
for the start of a new sac. 2. The two angle closure 
strengthens the posterior pharyngeal wall as cross 
grained plywood adds strength to its respective 
thickness (Fig. 2). 
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Postoperative Care 


The patients are returned to bed in a sitting posi- 
tion. They are allowed to sit on the side of the bed 
or be up on the first day. The Levine nasal tube is 
left in place for the first twenty-four hours to rid the 
gastrointestinal tract of gas and to prevent emesis. 
Fluid replacement is given by the intravenous route. 
On the morning of the third day, water by mouth is 
begun, one-half ounce per hour given in small sips; 
in six hours this quantity is increased to one ounce an 
hour, stress being laid on small sips; and at the end 
of the second six-hour period, water, in small sips, 
is given freely, by mouth. On the fourth postoperative 
day a clear liquid diet is prescribed and with the aid 
of our dietetic staff a progressive semi-soft diet for 
the next four days is given. Since Terramycin has 
been available, we have used it in quantities of six 
drops q two hours during the first and second post- 
operative days. This medication is dropped on the 
back of the tongue and we feel it is of value in con- 
trolling oral hygiene. 


Results 


In our fifteen cases there have been no deaths. Four- 
teen of the wounds healed by first intention, and in 
one case there was a small salivary fistula that closed 
spontaneously on the fifth postoperative day. All of 
the fifteen patients have been followed for over two 
years. The oldest follow-up is fifty-four months in 
duration. There have been no recurrences. All of 
the patients have been re-examined with barium swal- 
low. In the patient who had the salivary fistula, we 
are unable, on fluoroscopic examination’ with Rugar, 
to demonstrate the site of this fistula. The swallowing 
mechanism is smooth and there has been no tendency 
to new pouch formation. One patient in the series had 
persistent swallowing difficulties for a four-month 
period. Direct esophageal examination by a Negus 
scope and dilatation of the true esophageal lumen ap 
parently corrected this condition. All of the patients 
have been cautioned as to their eating habits. Ill fit- 
ting dentures have been replaced and the thoroughness 
of mastication has been stressed. 


Conclusions 


With the aid of antibiotics, accurate preoperative 
evaluation and preparation, exacting surgical technique 
and persistent postoperative care, we feel that the 
single stage resection of pulsion diverticulum of the 
esophagus has been reduced to a surgical exercise 
the risk of which is minimal, its complications few, 
and its results excellent. 
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Quinine Idiosyncracy and Optic Atrophy 


Ir IS a well-established clinical fact that certain 
individuals may suddenly become deaf and_ blind 
following the ingestion of quinine, even in small doses. 
The following case report illustrates that an idiosyn- 
cracy to quinine should be borne in mind as a cause 
of sudden bilateral blindness. 


A nineteen-year-old white girl was admitted as an emer 
gency to Wyandotte General Hospital on April 27, 1956, 
with the complaint of ringing in the ears and blindness of 
twenty-four hours’ duration. Inquiry revealed that the patient 
had taken “several dozen quinine-cold-tablets” over the pre- 
vious five days in an attempt to induce a miscarriage. 

Physical examination revealed a frail, delicate girl, looking 
younger than her stated age. The pupils were fixed, widely 
dilated and did not react to light or to accommodation 
The hearing was markedly impaired, and she could hear only 
the shouted voice. The remainder of the physical examina 
tion, including the neurological, gave negative findings 
Spinal fluid examination was negative with no evidence of 
increased cerebrospinal fluid pressure. The initial impression 
was: bilateral optic neuritis and tinnitus, secondary to 
quinine poisoning. 

The following day, when the patient was examined by 
Dr. J. M. LaBerge, she would not admit to light perception 
The pupils were widely dilated and fixed. The vitreous was 
clear; the margins of the optic papilla were blurred, and the 
retina edematous. The retinal arterioles were spastic, and 
the macula stood out in bold relief, like the “cherry-red 
spot” seen after a central retinal artery occlusion 

After forty-eight hours, the tinnitus cleared, but the ocular 
fundus picture remained unchanged. On the tenth day, the 
patient admitted to light perception and showed nystagmus 
when bright light was flashed on the macula. On the twelfth 
day, the patient could count fingers at 2 feet, and the retinal 
vasospasm was alleviated slightly. (The essentials of treat 
ment in hospital consisted of vasodilators and sedation.) 

Following discharge from the hospital, the vision improved 
very littl. On August 18, 1956, the patient was given 
Prednisolone orally and Vitamin By intramuscularly 
however, after six weeks’ therapy, the vision could be im- 
proved to light perception only in the right eye and count- 
ing fingers at four feet in the left eye, improving to 20/300 
at times” with pinhole 

On examination June 20, 1958, the visual acuity had not 
changed. The right eye was exotropic approximately 20 
prism diopters, and the patient could not fixate well with 
either eye. The pupils were widely dilated, but did react 
sluggishly to light and to accommodation. On fundoscopic 


examination, the optic discs were pale and atrophic. The 
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arterioles were attenuated, the veins showed sheathing; the 
retina was thinned and atrophic; a pigment clump was seen 
in the macula of the right eye. The visual fields were diffi- 
cult to evaluate. In the right eye, the patient could detect a 
moving light nasally 5 degrees, inferiorly and temporally 10 


Fig. 1, Electroretinogram records. The upper tracing 
(a) is the response obtained in a “normal” eye; the lower 
tracing (b) is the record obtained following quinine optic 
atrophy 


degrees, and superiorly 15 degrees. In the left eye, she could 
detect the light 20 degrees nasally, superiorly and inferiorly, 
and 50 degrees temporally. 

An electroretinographic examination was carried out by 
Dr. A. D. Ruedemann, Jr., on July 25, 1958, at the Kresge Eye 
Institute. The ERG analysis revealed ‘“‘a reduction in re- 
sponse to all light stimuli for both eyes. The highest b-wave 
amplitude for maximal intensity stimulus is only 88 micro- 
volts for the right eye and 61 microvolts for the left eye 
The normal range is 450 to 600 microvolts.” (Fig. 1) 

The patient’s hearing, including audiogram study, was nor- 


mal, in June, 1958 
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Discussion and Comments 


Proprietary medicines are taken for granted as 
“safe” drugs. Occasionally, an unduly sensitive indi- 
vidual reacts severely to these medicines, and the ques- 
tion again arises, “What are safe drugs?” 

Quinine optic atrophy is a well-established clinical 
entity." In years past, when quinine was a common 
remedy, the cases of ocular toxicity were widely re- 
ported. Dosages as low as 1 grain can produce visual 
symptoms in susceptible individuals. The recently 
reported cases are sporadic, but dramatic.**>* 

The toxic visual symptoms are of sudden onset, and 
bilateral. The effects range from the severe cases 
which display complete blindness and widely dilated, 
fixed pupils, to the mild cases which have slight am- 
blyopia and contraction of the peripheral visual fileds. 
The prognosis is variable; some cases recover in hours, 
others require weeks. But most cases usually show 
a permanent contraction of the peripheral visual 
fields. 

The pathogenesis of quinine visual toxicity is still 
not definitely known. Two theories have been pro- 
posed: 

1. Direct toxicity on the ganglion cells in the 

retina 

2. Retinal arteriolar vasoconstriction 

Probably both factors play a role in the disease. 
Caminero’ has suggested that “sensitized” individuals 
may have a delayed urinary excretion of quinine and 
thus become toxic. 

Treatment of quinine amblyopia is still unsatisfac- 
tory. The following have been used, with limited 
SUCCESS : 


Vasodilators (e.g., Amyl nitrite, Priscolene®) 
Paracentesis of the anterior chamber of the eye. (To 
maintain vasodilatation by way of hypotony) 
ACTH® 
B-Vitamins (e.g., Triamine, Nicotinamide,® B.2) 
Procaine injection of the superior cervical sympathetic 
ganglion? 
lodides!! 

Summary 


A case report of toxic amblyopia due to quinine is 
presented. The severe and probably permanent visual 
impairment should caution the indiscriminate use of 
quinine in medicines readily available to the public 
without prescription. 
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Trends in the Future of Private Practice 


Aut MAJOR ELEMENTS of medical care in the 
voluntary sector, i.e., hospitals and allied institutions, 
physicians, dentists and drugs, are under close scru- 
tiny today. The private practice of medicine is ex- 
periencing increasing internal and external pressures 
which are reshaping its traditional forms. The over- 
all situation is such that the quality of key decisions 
made in the next decade will determine whether the 
future practice of medicine is private or otherwise. 
The purposes of this paper will be to examine the 
internal and external forces molding private practice, 
to view the concept of “privacy” in an historical set- 
ting, to identify the essential issues and to speculate 
on what all of this means to the practicing physician. 


Internal Forces 


The shape of private practice at any given point 
in time is determined by the product of internal and 
external forces, some acting in combination, others 
acting to neutralize one another. The ascendancy of 
any given set of formal or informal programs or 
developments upsets the equilibrium and quickly es- 
tablishes a new set of relationships. It is a situation 
in which peripheral, hard to control, or hard to an- 
ticipate pressures can be determining, or initiative can 
carry the day. Because initiative is fundamental it 
behooves those supporting the concept of private prac- 
tice to study and to try to understand the complexi- 
ties and responsibilities of practice while the setting 
is still fluid. Initiative based solely on highly subjec- 
tive outbursts is apt to be ineffective or even worse. 

What are some important internal forces? Two 
stand out, (1) the growing complexity of medical 
science and (2) the supply of qualified practitioners. 

Medical science seems to be growing at almost a 
geometric rate. This can be seen by controlling on 
diagnosis, age and sex and comparing the number and 
types of services rendered to patients in hospitals in 
1958 as compared to 1938 or some earlier date.’ It 


From the Bureau of Hospital Administration, The Uni- 
versity of Michigan. 
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can be seen by a simple delineation of new advances 
in surgery, diagnosis or rehabilitation. As a direct 
result the art of medicine has become more complex. 
The challenge of successful application of basic in- 
sights has grown. 

One outgrowth of the proliferation of medical sci- 
ence has been specialization. In 1931, 17.9 per cent 
of active, non-Federal, private practice physicians had 
a full time specialty, in 1959, 45.1 per cent did.* Over 
this time period, it became increasingly necessary to 
focus interest and practice in order to achieve suffi- 
cient quality and to rely on the consultation or re- 
ferral help of other physicians in order to embrace 
family health care needs. It became true in and out 
of the hospital. The number of specialty boards grew 
from four in 1934 to nineteen in 1959. 

Even within specialties, the flowering of medical 
science made it less and less possible for the in- 
dividual practitioner to work alone. For many pro- 
cedures, he needed essentially untransportable nurse, 
technician, peer and equipment help. Some proced- 
ures became possible in the office which were diffi- 
cult or implausible at home, and many more became 
practicable only within the hospital. The rising per- 
centage of office visits compared to home visits is a 
matter of record. The increasing use of the hospital 
is also evident. Between 1931 and 1958, the num- 
ber of patient days of hospital use in general and 
special hospitals per 1,000 population rose from ap- 
proximately 900 to 1,300.° During this time, not 
only the beds were used more actively, the emergency 
rooms and out-patient facilities also experienced great- 
er traffic. The nature of the surgery or the tools 
needed to do a satisfactory job given the new state 
of knowledge often required it. Some of the tools, 
such as high voltage radiation or EEG, involved heavy 
capital investments making duplication at the sub- 
hospital level impossible and correspondingly, cen- 
tralization (even among hospitals for some tools) 
necessary. The complexity of the work also demanded 
the centralization of manpower such as technicians for 
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the sake of adequate training, supervision and control. 
As accuracy of test results became more important, 
the office was less able to match the hospital. 


Most importantly, the forces of specialization and 
centralization led to the need for co-ordination and 
organization. Quality and economy of care as defen- 
sible objectives drew the solo practitioner into the 
orbit of the institution. Within this orbit, the physi- 
cian became subjected to the requisites of group 
action at no little expense to his personal prejudices. 

A second, important internal force is the availability 
of health manpower. The number of non-Federal 
physicians in private practice per 100,000 civilian 
population dropped from 108.4 in 1931 to 92.1 in 
1959.2 In 1959, the geographical distribution of the 
physicians in medical practice was very uneven. Con- 
sidering all non-Federal, active physicians there was 
a range of from 95.9 per 100,000 civilians in the 
South to 154.4 per 100,000 civilians in the Northeast. 
In the greater metropolitan areas the rate was 158.4, 
in the isolated rural areas it was 47.4 with a steady 
progression in between. The difference is attributable 
largely to the distribution of full time specialists and 
hospital practitioners.? Physicians, particularly the full 
time specialists and house staff, tend to concentrate 
in densely populated, high per capita income, cul- 
turally rich areas. 


The scarcity factor is difficult to assay. A declining 
ratio of physicians to population, even with the am- 
plifying effect of new therapies and paramedical help, 
seems logically undesirable. In the absence of studies 
of physician supply based on a cross section study of 
population needs proving otherwise, the inference of 
a shortage is likely to persist. If a shortage does 
exist, one must speculate on the reasons why. Perhaps 
competing and newly emerging professions are al- 
ternately more attractive. Perhaps it is related to the 
fact that it is very expensive for a physician to get 
established today. 


longer (even the general practitioners are now talking 


Certainly, training periods are 


of a two year internship) and the investment in staff, 
equipment and rental in a busy office exceeds previous 
years. 

The problems of supply and distribution tempt 
public action. If both persist, it is likely that govern- 
ment subsidy of medical schools and medical students 
will become a reality. Government money is rarely 
spent without a pattern in mind. And any pattern 
will probably contain elements of organization. Scar- 
city, per se, implies also that the drift from the home 
visit to use of the hospital will continue. It is demon- 
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strably easier to see congregated than geographically 
disparate patients. Even the high expense of training 
has implications. A newly trained man with exhausted 
resources is apt to be interested in at least a partner- 
ship, possibly a group. If his training has been long 
enough, he may feel uncomfortable in the absence of 
formal allies even at the ambulatory level. 


In similar and dissimilar ways, both the demands 
of medical science and the facts of medical manpow- 
er are confronting the private practitioner with the 
necessity of further organization and institutionaliza- 
tion. 


External Forces 


Several external forces impinge upon private prac- 
tice. Some are more peripheral than others. Some are 
arbitrarily classified as external which might be called 
internal, but the dividing line is not a point at issue. 
Some of the more important forces are the following: 
large markets, costs, money volume, prepayment and 
insurance and selected qualitative considerations. Each 
is discussed briefly in turn. 


Large Markets——The market environment involving 
medical care has undergone a significant change in 
recent years and it promises to change further in 


the same direction. In a general sense, we see people 


moving from the farms and smaller towns to the 
metropolitan areas. Fewer and fewer people remain 
in their communities of birth. Regional differences and 
loyalties are being dissolved. In a residential sense, 
consolidation and bigness are becoming factors. 
Organized labor has grown into manhood; the per- 
centage of the total labor force in organized labor 
has almost doubled since 1920 with a noticeable taper- 
ing off of late. Several unions have developed large 
nationwide memberships and appreciable purchasing 
power or influence. A related growth has been that 
of large industry. Today a large percentage of the 
labor force works for industries and services doing 
business or with plants in more than one state. 
Government has also grown markedly in the past 
few decades and it is still growing in response to 
such pressures as population increases, urbanization 
and industrialization. As the population has coalesced, 
the government has acted to make the internal forces 
bearable and to protect the individual against the 
directed interests of large groups. The growth has 
been stimulated also by such worthy objectives as 
national defense, highway construction, education and 
stabilization of the economy. The growth has taken 
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place at all levels—federal, state and local. It is 
highly likely that the growth will continue at a slower 
pace in the future involving greater and greater co- 
operation among all three levels with the Federal 
government playing a major role because of its super- 
ior money resources and its better developed admin- 
istrative machinery. 


Not only the size of market groups has changed. 
There has been a major change in character as well. 
The age composition of the population is in a state 
of change. The median age is rising and at the same 
time the population is growing older and younger. 
Mortality and morbidity patterns have changed. New 
savings in life are increasingly dependent on major 
victories against the diseases of middle and old age— 
for example, heart disease and cancer. There has 
been a remarkable increase in the average earnings 
per individual worker. He earns approximately three 
times today as much as his counterpart in 1900 
after discounting the change in price level. Once 
more the wealth is more widely distributed. There 
is significantly wider car, home, insurance, etc., owner- 
ship today than even ten years ago. There has been 
an increase in the amount of schooling in most 


states.* 


People are becoming more interested in and 
better able to appreciate medical problems through 
more frequent exposure to doctors and to an in- 
creasing number of articles about health in popular 
and semi-popular media. They are more knowledge- 
able about medical care than ever before and more 
articulate about their wants. Social ideals have 
changed. The concept has grown that industry should 
protect the worker against the common hazards of 
life, through workmen’s compensation, OASI, unem- 
ployment insurance, life insurance and health insur- 
ance. The courts have reflected the change in putting 
more emphasis on individual rather than property 
rights. Health is now often perceived or spoken of as 
a basic necessity ranking with food, clothing and 
shelter. There is no longer a question of whether 
people get it—only how. And in general, a preference 
has grown among most consumers for credit and time 
payments and for insurance, influenced originally per- 
haps by the withholding tax. 


In summary.—The new market features large 
groups with impressive purchasing power willing to 
*In 1947, 42.3 per cent of the civilian noninstitutional 
population five to thirty-four years of age was enrolled in 
school, In 1959, the per cent was 55.5. Between 1946 and 
1959, the total expenditure per pupil in daily attendance 


increased approximately 152 per cent in current dollars 
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spend more on health as more and more of the 
necessities of life fall within their purchasing power, 
thoroughly conditioned to time payments and insur- 
ance, more articulate and specific about their per- 
ceived needs, standing for less and less regional con- 
trast in either coverage or quality of care and tend- 
ing to look upon good health as a necessity given 
the effectiveness of today’s medical armamentarium. 


Channeling the above general prejudices are four 
major groups: (1) government, (2) labor, (3) indus- 
try, and (4) prepayment and insurance. Among leg- 


islators at the federal and state levels, there is cur- 
rently more interest in demand than need. Unable to 
get consistent testimony on need from professionals 
and interested always in constituent support, it was 
inevitable that the shift take place. The modern leg- 
islator holds the physician in less awe and he is 
more apt to support formalized action than he was 
as one result. Labor, in general, is desirous of includ- 
ing a major share of the medical care dollar under 
prepayment or insurance and through collective bar- 
gaining shift as much of the cost as possible to man- 
agement. Management faced with the inevitability of 
paying more of the premium costs is beginning to 
share with labor a concern over overt controls so that 
concrete evidence is available that the money is well 
spent. This is particularly true in highly competitive 
lines. Prepayment and insurance stand between doc- 
tors and hospitals on one hand and consumer groups 
on the other uncertain about whether to rely sympa- 
thetically on professional solutions to problems or to 
exert some muscle from the outside in behalf of the 
consumer. 


Rises in Medical Care Costs—Between 1947-49 
(base of 100) and 1959, the Consumer Price Index 
for all items increased 25 per cent; medical care as 
one major grouping increased 51 per cent, twice as 
much. Only transportation as a major grouping came 
close (46 per cent). All other major groupings in- 
creased less than 32 per cent. A breakdown of the 
medical care grouping reveals that the index for hos- 
pital room rates increased (107 per cent) over twice 
as much as general practitioner fees (44 per cent), 
about three times dentists’ fees (34 per cent), over 
four times as much as surgical fees (25 per cent), 
and five times as much as prescriptions and drugs (21 
per cent). 


The peaking of the hospital cannot be passed off 
lightly by the private practitioners. Patients are not 
admitted, treated or discharged from creditable hos- 
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pitals without the signature of a physician. The high 
costs affirm the previously made point that the hos- 
pital is being used more actively. The fact that it is 
used without payment of rent or overhead by the 
physician, in most instances, behooves the physician 
to use it well. It should be added that the hospital 
is particularly vulnerable to inflation involving as it 
does many services that cannot be replaced by ma- 
chines or formalized into rigid routines. 


Large Volume of Money Spent on Medical Care — 
In 1959, approximately $18.3 billion was spent on 
medical care exclusive of government expenditures on 
care, public health, public welfare, research and edu- 
cation. Adding government expenditures would push 
the total well over $20 billion. The amount of money 
spent by the public ranged between 4.0 per cent in 
1948 and 5.4 per cent in 1959 of the public’s dispos- 
able personal income, an increase of 35 per cent.* 
Such large sums for such an important purpose will 
not be spent without public interest in the future. 


Visibility of Rising Costs—Since the early 1930's, 
an increasing proportion of public medical care ex- 
penditures have been made through prepayment and 
insurance. This is particularly true of in-hospital 
doctor and hospital expenses. As a result, increases 
in some major costs are more quickly reflected in 
higher premiums or lower coverage and readily evi- 
dent to many rather than the few becoming ill. Doc- 
tor’s office, post-acute facility, drug and dental ex- 
penses are presently covered only minimally, but their 
inclusion in greater part at least seems only a matter 
of time. Cost changes, as a result, will become even 
more visible. Between 1948 and 1958, total accident 
and health premiums increased approximately 450 
per cent; in 1958, they totaled almost $6 billion. 


Allegations of Faulty Practice—An active concern 
over quality of care has grown recently related to 
several factors. Greater sophistication among con 
sumers has already been mentioned. In addition, there 
has been an increasing number of disturbing allega 
tions of faulty practice. Some are rooted in rumor 
and exaggerated, secondhand accounts of individual 
experiences. Others, however, stem from specific 
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studies.°-§ Qualified investigators have revealed dif- 
ficult to account for variations in practice, involving 
specific operations such as hysterectomies, related to 
the existence or absence of insurance or prepayment, 
and related to the organization of practice. The pri 


vate practitioner will have to face up to these al 
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legations in the future prepared with facts and figures 
of his own and prepared to change his ways where 
indicated. 


Problem of Jmbalance—Among other external 
forces which might be mentioned, there has developed 
a fairly widespread concern with the balance of the 
private practice of medicine. In certain respects, fa- 
cilities and programs seem overdeveloped, at least in 
some areas. The number of hospital beds required 
for general, short-term, and acute cases have more 
than kept pace with the population, and admissions 
per thousand population to these beds have risen 25 
per cent between 1946 and 1959. At the same time, 
there has been a growing shortage of facilities and pro- 
grams for preventive, post-acute and rehabilitative 
cases. Similarly, insurance and prepayment coverage 
have experienced an uneven growth. There is con- 
cern with over-insurance among a few people and 
lack of coverage for others, such as the aged, dis- 
abled and chronically ill. Some services are covered 
to the extent that misuse is suspected, and other 
services, for example, office practice or nursing homes, 
are covered only rarely. 

The net effect of all these and other developments 
has been a growing interest in controls on the part 
of key consumer groups. Controls of all types are now 
discussed—moral, professional, financial and legal. The 
climate differs from the old days when there were 
unorganized, relatively uncritical patients, and when 
health issues were free of the strategems of collective 
bargaining and political enterprise. 


Historical Setting 


In the realm of medical care, the forces of cen- 
tralization of authority, organization and institution- 
alization have been felt around the world. As is often 
stated, the United States is one of a few countries 
where private practice, as we know it, is so widespread. 
Within the United States, we can see these same 
forces affecting trades other than medicine. The pro- 
fessions of law and accounting have been affected. 
Even the basic scientist is now usually a part of a 
well-integrated whole, and industry itself is more 
highly organized and co-ordinated. 

The United States differs from other countries in 
many significant ways, the experience of other coun- 
tries regarding ownership may or may not be rele- 
vant. But the phenomena causing other segments of 
our economy to become institutionalized are acting 
also on medicine. Medical care, in fact, is particu- 
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larly vulnerable because of its intrinsic worth to the 
community. By looking back, the private practitioner 
can gain some appreciation that what is happening 
to him is not unique, some of it is the inevitable pre- 
cipitate of basic changes in our economy and society. 


The Problem 


The problem facing private practice, in fact the 
whole voluntary movement, is fourfold. It is, in part, 
the classical problem of how to deal with high costs 
of essentials in a competitive, free enterprise economy. 
In part, it is a conflict between the planner, who dis- 
trusts the unpredictability of relatively free interac- 


tion and the element of chance implied in the ab- 


sence of planned controls—and the entrepreneur. In 
part, it is the age-old battle over privilege between 
the professional purveyor (in many ways similar to 
the entrepreneur) and the consumer. Is the num- 
ber of doctors needed a medical or a community de- 
cision? And, in part, it is the somewhat abrasive 
touching of two active worlds. On one hand is the 
broad environment where health is discussed incidental 
to other considerations (for example, raising take- 
home pay), where health is likely to be perceived 
only as a means to other ends. And on the other hand 
is the realm of service where what happens regarding 
prerogatives is of paramount importance—where health 
tends to become an end in itself and where ethics as 
well as practicable reasons are likely to grow in 
support of what is perceived to be right. The prob- 
lem is subtly hidden at points, and it is often ra- 
tionalized courageously, but the main elements are be- 
coming more evident. 


What Does This All Mean to Private Practice? 


Although 28.9 per cent® of active physicians were 
on salary in the United States in 1959 working in 
government, hospitals, industry, teaching and research, 
the creed of medicine is still competition and in- 
dividualism. This creed is sustained by the widely 
espoused psychology of the doctor-patient relation- 
ship, the feeling of independence growing out of the 
many years required to become a licensed practitioner 
and among other factors the relative shortage of physi- 
cians. The physician, in treating patients, becomes ac- 
customed to making decisions and giving directions 
often without review or censure. 

The creed is being subjected to stress. Better edu- 
cated patients are beginning to question physicians 
in an attempt to understand the “whys” and to have 
some hand in helping themselves. Several professions 
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now require many years of training and education 
leading to prestigeful positions. And among other 
developments, the clinical decisions of physicians are 
being tested by such mechanisms as medical audits 
and tissue committees, and their financial decisions 
are being questioned by the public. The change has 
been rapid in cultural eons. 

The reaction of the physician to the changes in 
medical science, social orientation and organization 
has been in part defensive. Physicians refer fre- 
quently to the time when fees were set more on a 
paternalistic basis and largely unquestioned, and when 
the physician was a community in himself. A strong 
tendency exists to protect the autonomy and preroga- 
tives of the physician by the physician through legal, 
economic, administrative and social means. The de- 
fense is interpreted by some as an anti-social, reac- 
tionary effort and by others more charitably as the 
adjustments of a profession to the inevitable conse- 
quences of institutionalization and centralization. 


The concern of physicians about self-determination 
is expressed in various ways. At the local level, one 
sees efforts on the parts of physicians to get represen- 
tation on boards of trustees of hospitals, to obtain 
the services of sympathetic M.D. administrators, and 
to resist organization beyond a certain point, saying 
that quality is too intangibie to measure (medicine is 
an art). At the state level, one sees efforts to pass 
corporate practice of medicine legislation to protect 
the interests of the full-time specialists in the hos- 
pital (radiologist, pathologist, anesthesiologist and psy- 
chiatrist), to maintain physician control of Blue Shield 
and to keep the formulation of fee schedules within the 
society. At the national level, one finds organized 
lobbying against compulsory health insurance bills, and 
other official stands, most of which are highly con- 
servative. At all three levels, local, state and na- 
tional, organized medicine is concerning itself more 
and more with economic matters. 


As much as, or perhaps more than, any profes- 
sion, medicine has attempted to control its own ranks. 
The emphasis has been largely on a professional or 
moral plane and on quality rather than costs. The 
American Medical Association has made a distinct 
and successful effort to upgrade medical education. 
Today, only Grade A medical schools exist in the 
United States. In the early 1900's, this was not the 
case. Some nineteen specialty boards have been cre- 
ated by physicians to encourage and pass on ex- 
tended training beyond medical school. Foreign 
medical student graduates are now screened by the 
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Educational Conference of Foreign Medical Graduates. 
And postgraduate educational programs are wide- 
ly offered by such groups as the American College 
of Physicians and American College of Surgeons. 

Economic controls per se have been minimal. State 
and local medical societies have concerned themselves 
with gross violations of charging practices, have helped 
develop fee schedules for the lower and middle income 
groups, and have helped to promote use committees 
in hospitals, but the leadership has not been aggressive 
or consistently well organized. 

Given the environmental forces acting on private 
practice and the current posture of physicians, what 
are the implications—what does it all mean? 

It means, purely and simply, that the scene is 
shifting and doctors must learn quickly to accept their 


new social and economic as well as clinical respon- 


sibilities. The changes taking place should not all be 
viewed as interloping or unrightful interference. Some 
must be accepted, others must be guided by affirma- 
tive action. 

It should be clear that the physician has always 
had social and economic responsibilities. This is not 
a new motion. Not too many years ago, the physician 
wisely charged patient A less and patient B more, he 
gave a great deal of psychological support to the 
family, he harangued the druggist to produce high 
quality prescriptions, and he taught a wide variety 
of assistants, often informally. 

The times have changed and so must the techniques. 
The physician must become concerned with the qual- 
ity of the hospital, as he is with the quality of his 
office practice. He must be concerned about making 
prepayment and insurance work. They are here to 
stay, representing the patient’s new form of payment. 
They give him less opportunity for discriminatory 
pricing, but they are as important to understand as 
patient A and patient B. He must have a philosophy 
toward the aging and aged as he once had about 
“Grandmother Jones.”’ He must be articulate about 
the larger community in the same spirit that he could 
actively discuss familiar names and faces. And he 
must learn to use group action techniques, such as 
organization, administration, control and planning, to 
supplement the force of his own personality. 


More Specifically 
More specifically, what might the physician do? He 
should become more active in several ways. 
Office—Here there is no substitute for a good his- 
tory and physical, the proper (not profligate) use of 
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diagnostic and treatment services, proper referral, and 
proper distinction between when the hospital or home 
is preferable to the office. In the office, finances should 
be discussed fully with the patient so that they are 
completely understood. The rationale behind fewer 
home calls must be discussed. There must be better 
communication with the patient about what is hap- 
pening and why. And there must be less self-con- 
sciousness about physician groups. If a group en- 
ables a man to practice better medicine (he may feel 
it does or may not), he should welcome it rather than 


fight it. 


Hospital—The physician must take active part in 
medical staff organization, even though at first it may 
seem a waste of his time. He must become more 
active on committees. He must insist that qualified 
men not be excluded from the staff for economic rea- 
sons. The problem of distribution is caused in part 
by the difficulty of young specialists getting established. 
He must promote rather than resist stronger boards 
of trustees and administrators. Without them, the 
hospital will drift to the disadvantage of the private 
practitioner. 


Local Medical Society—The local medical society 
must concern itself with practice outside institutional 
boundaries at the local level, keeping in mind that a 
man is licensed to practice medicine and surgery for 
life even though he may be out of date in two years. 
Meetings must be held with key groups such as 
lawyers, executives, labor representatives, and legis- 
lators to discuss issues that are concrete with neigh- 
bors rather than to discuss abstract problems with 
unfamiliar persons. Physicians who step out of line 
financially or otherwise must be dealt with promptly 
and fairly. 


State Medical Society—At this level, practitioners in 
concert must develop a better integrated philosophy— 
one that is flexible and realistic. They must sponsor 
studies to get dependable answers to contentious points 
about quality and abuse and then support the imple- 
mentation of appropriate controls. They must de- 
velop strong pipelines to the state health department, 
the welfare department, the insurance commissioner 
and the legislature among others not for romance 
purposes entirely, but armed with useful facts, to 
educate. They must hire competent staff skilled in 
specific arts such as administration and research. They 
must concern themselves with placement of physicians. 
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National Medicine—Physicians at this level must 
change their image by acting differently in stressful 
situations. They must curb the tendency to depreciate 
almost reflexively other points of view. They must 
sponsor fact finding of a broad scope. They must 
support centralization (for example, Blue Shield) 
when it is necessary to meet national markets rather 
than to express continued concern about local pre- 
rogatives. And they must be ready with positive 
alternatives before the fact of crisis. 


Prepayment and JInsurance—First and foremost, 
physicians must practice sound medicine with an eye 
toward the economic consequences of prescriptions. 
They must be willing to produce standards and mea- 
sures for use by prepayment and insurance agencies 
so that the public can be assured that all is going well. 
They must remember that prepayment and insurance 
have a marketing as well as a service side. They must 
accept that they need men at the helm who can wed 
sometimes contradictory issues and get things done. 
Such men should be actively sought and given wide 
scope of authority and responsibility. A private prac- 
tioner cannot possibly know all he needs to know 
about social enterprise. It is all right for him to 
attempt to reflect common professional sentiments at 
the policy level, but to impose unrealistic biases not 
grounded in proper experience is likely to be fatal. 
The physicians need to develop a point of view toward 
prepayment versus insurance and then take a stand. 

The above are some of many specific points that 
could be mentioned. 


Conclusion 


In the future, medical science will continue to grow 
at a fast rate, making the application of what is known 
even more complex than it is. Large markets will 


continue to be influential, as the bellweathers of con- 


sumer prejudice; costs will continue to rise, and pre- 
payment and insurance, through extension, will give 
even greater visibility to the inherent problems of 
medical care. 

If the private practitioner accepts some major 
changes as an understandable consequence of a ma- 
turing economy and learns to employ institutional 
techniques to influence other changes in the right di- 
rection—if the private practitioner is willing to de- 
vote time to medical politics or simply become in- 
formed, he may arrest the development of private 
practice at the level of a public utility, ie., at a fus- 
ing of private and public interest. If he does not, 
given the cost, intrinsic value and political utility of 
community health, he runs the risk of public owner- 
ship through default in the not too distant future. 
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Present Status of Anticoagulant Therapy 


Anticoagulant therapy has been discussed from the stand- 
point of the types of drugs available, their modes of action, 
methods of administration, methods of control, and_ in- 
dividual advantages and disadvantages. Reasons have been 
suggested for existing differences of opinion as to the efficacy 
and safety of anticoagulant drugs. 

In addition, more recently described and less well known 
effects of the prothrombin-depressant drugs have been dis- 
cussed. They include: (1) uricosuric action, (2) broncho- 
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dilator effect, (3) reduction of plasma TAMe esterase ac- 
tivity, (4) influence on plasma lipoprotein levels, (5) ac- 
celeration of plasma lipid metabolism, (6) antagonistic action 
to increased blood coagulability resulting from lipemia, and 
(7) reduction in platelet agglutininability.— Abstract of paper 
presented by John H. Olwin, Presbyterian-St. Luke’s Hospital, 
Chicago, at 1961 Symposium on Blood at Wayne State Uni- 
versity. 


JMSMS 


















S22 


mA 
7 





? 

Ap a 
AJ 
jan-to~ 


“Touché!” 








core.© 1932 JAMES THURBER 





For a better way to treat headache, 


prescribe Traneoprine 





How Trancoprin relieves pain: Because most pain is accompanied by muscle spasm and tension, good medical 
practice suggests use of an analgesic that will relax skeletal muscles as well as dim pain perception. Such an analgesic 
is Trancoprin — a combination of aspirin and Trancopal®, a proved, safe, skeletal muscle relaxant and tranquilizer. 
Trancoprin can be prescribed for any pain, except pain of such severity that a narcotic is needed. 


Dosage: Adults, 2 tablets three or four times daily; children (5 to 12 years), 
1 tablet three or four times daily. Each tablet contains 300 mg. of aspirin LABORATORIES 


and 50 mg. of Trancopal (brand of chlormezanone). Bottles of 100 tablets. New York 18, N.Y. iad 
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unsurpassed “general-purpose” steroid outstanding for “special-purpose” therapy 


Aristocort 














in allergic respiratory disorders 


Aristocort 


Triamcinolone LEDERLE 


UNSURPASSED “‘GENERAL-PURPOSE” STEROID 
OUTSTANDING FOR “‘SPECIAL-PURPOSE”’ THERAPY 





ARISTOCORT Triamcinolone has long since proved its wnsurpassed efficacy and 
relative safety in treating allergic respiratory disorders, including bronchial 
asthma. Clinical evidence has now shown that ARISTOCORT is also highly valuable 
for “special-problem”’ patients — asthmatic and others — who, because of certain 
complications, were hitherto considered poor candidates for corticosteroids. 


for example: 
PATIENTS WITH IMPENDING CARDIAC DECOMPENSATION 
In contrast to most of its congeners, ARISTOCORT is not contraindicated when 
edema is present or when cardiac decompensation impends.! 


PATIENTS WITH EMOTIONAL AND NERVOUS DISORDERS 
Triamcinolone did not produce psychic disturbances or insomnia.” 


PATIENTS WHOSE APPETITES SHOULD NOT BE STIMULATED 

Among patients treated with ARISTOCORT, there was less appetite stimulation, 
especially in those who had previously gained weight on long-term therapy 
with other steroids.* 


PATIENTS WITH HYPERTENSION 
There was no blood pressure increase in any patient treated for bronchial 
asthma, and in some, blood pressure fell. Of these, three had been hypertensive.* 
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Am. J. M. Se. 236:720 (Dec.) 1958. 
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Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of allergic respiratory dis- 
orders, dosage should be individualized and kept at the lowest level needed to control 
symptoms. Dosage should not exceed 36 mg. daily without potassium supplementa- 
tion. Drug should not be withdrawn abruptly. Contraindicated in herpes simplex 
and chicken pox. 


Supplied: Scored tablets—1 mg. (yellow) ; 2 mg. (pink); 4 mg. (white) ; 16 mg. (white). 
Also available—syrup, parenteral and various topical forms. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 














The muscle relaxant with an independent pain-relieving action 


CODY LAN 


j (carisoprodol, Wallace) 
Wallace Laboratories, Cranbury, New Jersey 
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Put your 
low-back patient 
back on the payroll — 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm, 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity —often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.I.D. 




















Narcotics Addiction in Our Community 
Primarily an Educational Problem 


“For what avail the plough or sail, 
Or land or life, if freedom fail?” 
EMERSON 


Our MICHIGAN community is truly and abund- 


antly humane. Every one of its citizens naturally 


wants to live up to the highest level and magnitude of 
his human being, and needs to find out for himself 
just how he might achieve this goal. He is frequently 
aware of the grievous troubles which he has brought 
upon himself by lack of understanding, and often seeks 
ways to educate himself so that he may escape the 
awful consequences of ignorance and disregard. He 
may not always realize the fact that there are degrees 
of knowing anything, and that the true measure of his 
fully knowing anything is his ability to act upon that 
knowledge in the most helpful way. 

For nearly all of the health disorders existing in our 
state, there is already activated citizen devotion to- 
wards securing adequate medical care. One most 
dangerous health deviation, drug addiction, continues 
to cry out to every kind and thoughtful citizen for 
his humane interest. That interest will not be withheld, 
once the citizen recognizes that his beloved homestead 
does harbor a terrible plague spot. 

Next year completes a decade of continuous work 
of Detroit’s Mayor’s Committee for the Rehabilitation 
of Narcotic Addicts. Each member of this committee 
is thoroughly convinced that an educational campaign 
is the specific measure required in order to enable 
every citizen to learn for himself the gravity of the 
poisonous conditions existing in his very own imme- 
diate surroundings. Where drug addiction is, there 
is lack of informed civic spirit, slackening of respect 
for law, and cancelled enjoyment of peace. The fear- 
ful incidence of addiction to drug poisoning in our 
midst can be reduced only through the force of edu 
cation, which means, through the force of every citi- 
zen’s educating himself regarding its elimination, or 
its disastrous effects. This article reports some of 
my medical experience derived from alerting myself 
with regard to (1) established facts of existing drug 
addiction in my own community and (2) discovered 
facts as to how this disease of the soul, mind and 
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John M. Dorsey, M.D. 
Detroit, Michigan 


body can be cleared up by reliably practical medical 
treatment. 

Drug addiction itself is well defined as an over- 
powering impulse for intoxication by any drug pos- 
sessing intoxicating properties; the overpowering in- 
fluence of the drug succeeding the overpowering im- 
pulse for its use. The intoxication may be periodic 
or chronic. There is a tendency to increase the amount 
of the drug on account of the user’s tendency to 
develop tolerance for it. The chief characteristic of 
the addict patient is his compulsion to use medicinal 
substance, either depressant or excitant, without benefit 
of medical insight and medical orientation. His satiety 
from his drug is essential to his going on living. He 
knows that, without special help, he cannot endure the 
pain, frustration and longing necessary for his curing 
himself. Opium and its derivatives such as morphine 
and heroin or, to a lesser extent, cocaine, produce best 
examples of extreme narcotization. Other examples 
of addicting drugs are well known, such as the bar- 
biturates, marihuana, alcohol, paraldehyde, chloral, 
ether, and chloroform. Alcohol is usually considered 
separately as constituting the addiction of alcoholism. 
Love of money is the nature of the ideal that motivates 
illicit drug traffic of world-wide extent in what is sug- 
gestively called “junk.” Self-preservation in one form 
or other is the nature of the ideal that motivates the 
patient to turn to illicit narcotics. His is what Peyton 
described as “a solitary shriek, the bubbling cry of 
some strong swimmer in agony.” He may complain of 
his desperate health status chiefly by avoiding physi- 
cians except to secure his self-prescribed treatment. 


The Author 
JOHN M. DORSEY 
M.D. 














NARCOTICS ADDICTION— DORSEY 


The awareness of the seriousness of drug addiction 
requires unremitting cultivation. In the opinion of 
every member of our Mayor’s Committee, “the man 
on the street” has only the most fragmentary and in- 
complete knowledge of this grievous citizenship prob- 
lem as it exists in his Detroit community. At the 
present time, there is an estimated total of 60,000 
American drug-addicted persons, of whom about 
46,000 have been officially reported. Whittier’s spir- 
ited words apply again, “slaves—in a land of light 
and law.” It is reliably estimated that there are in the 
neighborhood of at least 3,000 narcotic addicted fel- 
low citizens of ours living in Detroit. According to the 
latest statistics compiled by the Federal Bureau of 
Narcotics, Detroit ranks fourth in the nation in the 
incidence of addiction. 

The “narcotic habit,” a highly important disease 
for every resident of the State of Michigan, particu- 
larly of our metropolitan Detroit area, is entirely too 
broad a subject for me to try to cover, and my physi- 
cian reader knows that best. On the other hand, it is 
a community failure of most critical significance for 
every one of us. It is most disturbing, and we are 
most disturbed about it. I have elected to review this 
serious illness only from the standpoint of some of its 
major aspects, merely noting that its ideal therapy calls 
for highly trained experts (physicians, nurses, and 
medical assistants). As many a practicing physician 
can testify, treatment of his narcotically addicted pa- 
tient tests all of his medical skill and personal insight. 
Each of my readers can add further detail through 
his own medical experiences. 


“Art thou less a slave because thy master 
loves and caresses thee?” 
PascaL 


The kind of individual prone to narcotic dependency 
is one whose appreciation of his life is not well devel- 
oped. As a rule, he is discontented with his lot, feels 
discriminated against, underprivileged, and above all, 
not loved and unable to love. He lacks a sense of 


his own self-importance as an individual and tends to 
feel that the dignity of his individuality has been dis- 
regarded. He is lacking in self-reliance and inclined 
to seek someone else or something else to trust. His 
self-disesteem may show itself either in feelings of 
unhappiness and associated self-accusatory ideas of 
unworthiness, or in the ideas and feelings that his 
fellow men are not important, are not proper objects of 
esteem. By taking a drug, he succeeds both in feel- 
ing like a “somebody,” and in withdrawing his in- 
terests from his uncaring fellow man. He enjoys toxic 
“equalizing” sensations which function as an artificial 


622 


release from inferiority feelings and as a substitute 
for his natural self-respect. 

The unscientific designation, “drug addict,” includes 
persons of very different levels of mental development 
and, hence, of differing capacities for self-help. How- 
ever, either through foreshortened mental develop- 
ment, or through regression from a more advanced to 
a more primitive kind of life orientation—or through 
both, a neglected drug-addicted person tends to fea- 
ture certain conspicuous character traits. His extreme 
impulsive urgency to gratify his need for immediate 
freedom from mental tension is ostensibly his chief 
distinction.* 

Basically, he seeks freedom from his feelings of un- 
happiness. His intoxication does not make him violent 
—quite the contrary. He is inclined to be passive. 
As one dependent patient volunteered, “The only time 
I would run, would be from the police or towards my 
drug.” Another destitute patient confided, “My drug 
is like a baby’s food formula. I am just like a baby. 
As soon as I get it, all I want to do is lie asleep in my 
crib. Without it, | have a powerless hopeless kind of 
life and feel that there is nothing I can do with my 
unhappiness.” Unless he is able to secure adequate 
therapy, he may go on to increasing dependence upon 
his medication. His self-administered “dope” feeds his 
master passion, and, as Pope pictured it, “Like Aaron’s 
serpent, swallows all the rest.” The more drug he 
takes, the greater tolerance he develops, so that it 
requires increasing amounts of a drug to produce any- 
thing like the same artificially produced sensations of 
self-worth. Nevertheless, his drug continues to be his 
unenlightened first-aid, without which he could not 
care to go on living. Jt is nothing less than a life-and- 
death struggle in which be finds bimself. Having him- 
self told that he ought not be the way he is, is likely 
to be the extent of help he derives from his unin- 
formed neighbor who cannot understand his extremity. 
My fellow man who helps himself with narcotics is 
saying, “Anyone extremely ill as I am needs, above 
all, to be able to live himself as cared for, as a 
worthy human being.” 

On the other hand, as he attempts to withdraw from 
his drug taking, he suffers unspeakable anguish. He 
undergoes exorbitant demands for money to meet his 
extortionate drug costs. His longing for his intoxica- 


*In technical terms, he cannot renounce his archaic oral 
longing: his deep primitive desire for satiety, his passive 
narcissistic aim to be “taken care of.” His genital organi- 
zation undergoes undifferentiation and his drug becomes his 
all consuming love object. He maintains interest in his de- 
liverer, the drug procurer. His preferred “touch with reality” 
is hypodermic. 
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tion, and his pain and terror without it, are so urgent 
that he cannot afford to be too particular about the 
way in which he secures this money. Thus, various 
kinds of private hell, even to the extent of destruction 
of human life, may become a part of his existence 
during such struggles. 

Evidence does not indicate that a narcotic addicted 
patient suffers irreversible mental deterioration. If he 
is able to recover his freedom from dependency upon 
the drug, and in turn from dependency upon his 
physician, he acquires the mental strength derivable 
from his successfully struggling through these diffi- 
culties, by suffering rendered sager, self-reliant, self- 
insightful. “Once an addict, always an addict” is no 
medical diagnosis. It is an understandable condemna- 
tion by one who has not yet been able to come to grips 
with, and renounce, his own defeatest babit of mind. 

It is a well-established medical finding that the ad- 
dicted person responds to proper treatment under con- 
finement and will remain permanently cured when his 
drug using stops, and he is otherwise enabled to re- 
store his health and strengthen his will power. Every 
instance of drug addiction is a unique one requiring 
individual study and treatment by a _ medical 
expert who has specialized in this particular field of 
drug addiction. Abstinence and the development of 
self-reliance based upon recognized self-knowledge, 
are the necessary steps back to healthy living. 

“Narcotics Anonymous” is the name used by addic- 
tion suffering persons grouped courageously to com- 
bine their forces of resistance to addiction and of re- 
spect for the dignity of human individuality. 

A Detroit citizen suffering from his ruthless and 
desperate addiction to drugs right now does not have 
the full opportunity he needs for recovering his health. 
He fears that he must live until he dies paying with 
his soul for his body’s desire. Indeed he is skeptical 
as to whether there is any possible chance anyhow for 
him to restore himself, apart from his getting humane 
chemical detoxification to reduce the cost of his 
“habit.” He needs to be rescued. It is the right and 
responsibility for each member of his family, neigh- 
borhood, and greater metropolitan community, to pro- 
vide this hygienic rescue. It is peculiarly contra- 
indicated for an American citizen to be exploited by 
any form of forced servitude, and slavery to the 
“illicit drug traffic’ is most offensive of all of life’s 
circumstances. 

+Only my seeing my personal identity in my “narcotic 
addict” can suffice to keep me working in this most difficult 
field, so easy is it for me to hate what I fear. However, it has 


been precisely through this kind of work that I have been 
able to develop a most cherished degree of medical hardihood 
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“How happy is he born and taught that serveth 
not another's will” 


WATTON 


Man’s effort to try to help himself get through his 
painful ordeals by using drugs occurred in his primi- 
tive ancestors, so that its beginning is lost in antiquity. 
It is only good sense to assume that his discovery of 
drugs for escaping pain and catching pleasure was one 
of his earliest findings. The first use of narcotics re- 
ported is that of people in what is now Iraq, 5000 
B.C. The great Greek physician, Hippocrates, in the 
fourth century, B.C., recommended white poppy juices 
for a variety of illnesses. Early Egyptians knew of 
the important medical value of narcotics. The Span- 
iards while conquering and exploring Latin America 
found the natives were stimulating themselves by 
chewing the coca leaf, from which cocaine derived its 
name later. 


Since the seventh century A.D., opium traffic has 
been known, and was begun by the Chinese. Paracel- 
sus (1490-1540) eulogized it as “The Stone of 
Immortality.” The Portugese and Dutch carried it on 
in the East before English merchants of Calcutta 
started it, when its control passed to the East India 
Company about 1781. Throughout the 19th century 
in Europe and in America, opium was used by the 
medical profession for almost every malady.** In 
1803, Derasne separated the alkaloid base from opium 
In 1845, a hypodermic 
syringe was invented by Rynd of Dublin, his hope 
being that injections would reduce the force charac- 
teristic of oral habituation. In 1898, Dresser, a Ger- 
man, discovered the opium derivative heroin, hopefully 


> 


and named it “Morphine.’ 


claiming it was not habit-forming and would cure 
opium addiction. Analogous discoveries and claims of 
“curative” drugs continue in our time. 


Narcotics started deadening us Americans even be- 
Successful 
rebellion against the tyranny of intoxication is not yet 
accomplished. Before the Civil War, the hypodermic 
needle was introduced here. In the latter half of the 
19th century, drug addiction increased. “Panacea” 


fore our Declaration of Independence. 


medicines containing narcotics began to spread. At 
the end of the Civil War, estimated thousands of 
soldiers who had received numerous injections to 
relieve their sufferings from wounds and sicknesses, 
began to rely more and more heavily on this form of 
immediate and unfailing escape, as if satellites to a 
syringe. With the growth of advertising of patent 


**See Dr. C. E. Terry’s account, Encyclopedia of the Social 
Sciences, Vol. 5, page 243. 
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“remedies” containing narcotics, many other newly 
emancipated citizens became dependent upon the mis- 
usage of such medicines. 

After World War II, heroin smuggling and peddling 
increased, and more teen-agers became problems of 
addiction. Commissioner of the U. S. Treasury Nar- 
cotics Bureau Anslinger, estimates 12 per cent (5,000 
or 6,000) of addicted individuals are under age 
twenty-one. I am pleased to report that, in Detroit, 
this percentage is very much lower, and that for years 
now no cases of addiction have been found in our 
schools (thus far). However, it must be acknowledged, 
indescribably distressing as it is to do so, that every 
infant and child associated with an addicted person is 
a casualty of this dread disease. 

Heroin has no official medical use in the United 
States, and is entirely a contraband chemical. Never- 
theless, at the present time it, along with other 
illicitly sold drugs, provides outlaw trade in human 
character, including huge criminal financial profits. 
An addicted person may spend $5 or $10 to $100 
or more a day to gratify his craving. It is estimated 
that an extremely high percentage of addicts (90 per 
cent) are involved in crime in order to be able to 
support their habit. This kind of spending, wild as it 
is, is not to be compared with the addicted person’s 
extreme investment of his morality, of his ideals, in 


his soul-consuming illegal and non-medical use of 


drugs. 


“Oh! let me live my own, and die so too!” 
Pops 


It appears that the first alarm about the dangers of 
narcotic habituation sounded in the 18th century when 
the Chinese emperor Yung Chen prohibited the 
smoking of opium. Reportedly, Chinese habitues paid 
little or no attention to their emperor’s command. 
First international conference to control the narcotics 
traffic was held in Shanghai in 1909. Other meetings 
have been held at The Hague in 1912, 1913 and 1914 
and at Genoa in 1920, 1924, 1925 and 1931. The 
chief problem in these conferences seemed to be how 
to limit narcotic production without restricting the 
revenue derived from it. 

For well over a hundred years, the United States 
has had legislation attempting to restrict opium im- 
ports. In 1906, passage and enforcement of the 
Federal Pure Food and Drugs Act proved to be a 
very helpful measure. Meanwhile, members of the 
medical profession were becoming increasingly ap- 
prehensive of the employment of narcotic drugs. In 
the early 1900’s, there was an increase of teen-age 
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heroin addiction. During World War I, it was esti- 
mated that there was at least a total of 200,000 
Americans addicted. The passing and enforcing of 
the Harrison Act of 1914 was another tremendous 
help. The purpose of this Act is to police the pro- 
duction and sale of narcotics, to make sure that drugs 
go through professional channels and are used only 
for medical and scientific purposes. 

In 1930, the Federal Bureau of Narcotics was 
created in the United States Treasury Department at 
Washington. Additional national efforts to control 
narcotic usage have been: the Marihuana Tax Act, 
the Narcotic Drugs Import and Export Act, Controls 
of Synthetic Narcotics, and the Narcotic Control Act 
of 1956. 


In 1935, the first federal hospital for the treatment 
of narcotic addicts was opened in Lexington, Ken- 
tucky. Now the Lexington and Fort Worth federal 
treatment facilities together have 2,200 beds. Federal 
hospital treatment was a most commendable develop- 
ment. It led ultimately to the full realization, now 
shared by all of its workers, that local, and not far- 
removed, hospitalization is the treatment requirement 
which must be heeded.* 


The United States, along with more than eighty 
other nations, is working hard upon the control of 
narcotics both with respect to smuggling and trans- 
portation within our borders. Also federal and local 
narcotics bureau officers vigorously try to reduce theft 
of narcotics, forged prescriptions, and other sources 
of supply. 

In this country, the effort to operate government- 
sponsored clinics to distribute narcotics to addicts ap- 
peared to make the whole situation worse. In 1924, a 
special committee report of physicians of the Ameri 
can Medical Association urged federal, state and local 
governments to exert full powers and authority to 
put an end to all manner of ambulatory methods of 
treatment of narcotic drug addiction whether prac- 
ticed by a private physician or by the narcotic clinic 
dispensary. The report added that the only proper and 
scientific method of treating narcotic drug addiction 
is under complete control of both the addict and the 
drug by the physician directly responsible for the 
medical conduct of the addicted person’s treatment. 
By the middle nineteen-twenties, all the clinics were 
discontinued. Condoning “free drug areas” instead of 
striving for “drug free areas” violated the spirit and 
purpose of international agreements and also demon- 

*Dr. Murray A. Diamond, Medical Director, United States 
Public Health Service Hospital, Lexington, Kentucky—per- 
sonal communication 
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strated that drug addiction is a kind of health devia- 
tion which requires compulsory hospitalization. There 
is no such management as a “maintenance dosage,” 
only increasing tolerance which means increasing 
appetite for greater amounts of the drug to produce 
the same amount of satisfaction. 


In our metropolitan Detroit area as well as in the 
state and in the nation at large, every physician has 
been serving the cause of preventing and curing the 
mental and physical wretchedness known as “nar- 
cotics addiction.” Our MSMS Mental Health Com- 
mittee has been studying this problem for years, and 
many a helpful development is traceable to its efforts. 
Particularly, its members see the need for upholding 
the importance of making it an educational issue and 
for keeping it as a continuing study project. Not only 
in medical education but also in general education, 
efforts have been steadily exerted to clear up this 
critical public health ordeal. 

The earliest recorded survey of narcotism in 
Michigan, of which I have knowledge, is that of O. 
Marshall in 1877: The Opium Habit in Michigan, 
Annual Report, Michigan State Board of Health, 
1878.+ Marshall’s report was an incomplete one. In 
the first place, he had no data from the larger cities. 
Secondly, as he acknowledged, the information which 
he secured from physicians was less complete than 
would have been that secured from druggists. Thirdly, 
he used state population figures for 1874 instead of 
1877. He calculated about 2,250 Michigan users. 
Marshall stated: 


“At a meeting of the State Board of Health in January, 
1877, by a written communication, I called its attention to 
the large number of opium-eaters in the vicinity of North 
Lansing, giving many particulars relating to the opium habit 
as it exists here. In complying with the request of the 
Board to prepare an article for publication, I have extended 
the investigation to other parts of the State, the result of 
which investigation is here given. 


“Those best acquainted with its extent are the physician 
and druggist. As a rule, the physician, although originally 
responsible for many of the cases in his vicinity, is only 
aware of them through his business relation with the 
druggist. The latter, from whom the drug is obtained, from 
the fear of loss of trade, or, as some of them term it, a 
violation of confidential business, are often unwilling to 
furnish any information with regard to it. 

“From the supposed impossibility of getting reliable infor- 
mation of the numbers in the larger cities, no circulars were 
sent to Detroit, Grand Rapids or East Saginaw; and prob- 


+The Opium Problem, by Charles E. Terry, M.D., and 
Mildred Pelleng Haddon Craftsmen, New York, 1928. It is 
noteworthy here, also, that to Michigan goes credit for the 
earliest survey made in the United States 
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ably from this cause no answers were received from many 
of the larger cities of the State where circulars were sent. 

“The total number of opium eaters reported in the places 
given is 1,313; of these 803 are females and 510 are males. . . . 
The population of the cities and villages including the town- 
ships in which they are situated, according to the State census 
of 1874, was 225,633. The population of the whole State 
at the same time was 1,334,031. If the number of opium 
eaters, including morphine eaters, in proportion to the popu- 
lation in the places given holds good for the entire State, 
the total number of opium eaters, all classes, in the State 
would be 7,763. Taking every degree of the habit into con- 
sideration, this estimate of the number is probably not too 
large. 

“The opium-habit in this country seems to arise from 
many different causes, prominent among which is the indis- 
criminate use of medicines without intelligent medical advice. 
Few families are to be found who are without their stock of 
remedies. Common among these are opium, morphine, Dov- 
er’s powder, laudanum, and paregoric, besides the domestic 
prescriptions containing opium. For the nursery, in addition 
to the common opiate preparations, are the patent soothing- 
syrups, cordials and anodynes, nearly all containing opium. 

‘To show to what an extent the dosing of infants with 
opiates is carried, it is claimed that over three-quarters of 
a million of bottles of Mrs. Winslow’s soothing-syrup are 
sold annually in the United States. According to an analysis 
made and reported in the California Medical Gazette, each 
bottle of this syrup contains from one-half a grain to one 
grain of morphine. Placing the average at three-quarters of 
a grain to each bottle, the amount of morphine used in this 
manner would be 562,500 grains, or about 1,171 Troy ounces 

enough to kill a half million of infants not accustomed to 
its use 

From the predisposition to nervous and neuralgic affec- 
tions produced by it, probably many cases of opium-habit in 
the adult have their first cause in the use of opiates in in- 
fancy and childhood. A want is created in the child which is 
satisfied in the adult when opium is taken, tolerance being 
already established. 

“The most frequent cause of the opium-habit in females 
is the taking of opiates to relieve painful menstruation and 
diseases of the female organs of generation. The frequency 
of these diseases in part accounts for the excess of female 
opium-eaters over males. 

Undoubtedly, in many instances, physicians are directly 
responsible for the habit, in continuing the medicine too long, 
or too frequently resorting to it; but more often the opiate 
is prescribed and afterward indefinitely continued without 
the physician’s knowledge or consent. The prescription in- 
tended for a day is repeated by the druggist many times, 
and its use is continued until the habit is formed. I believe 
there is no effectual law to reach these cases or prevent the 
sale of opium in any quantity. At present, it would not be 
difficult for a lunatic or a child to obtain at the drug stores 
all the opium he called for, provided he told a plausible story 
and had the money to pay for it.” 


For the period of July 1, 1925 to June 30, 1926, 
a study was made and its results published: Report 
on The Legal Use of Narcotics in Detroit, Michigan 
and Environs, New York, 1931. The report was ad- 
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dressed to the Bureau of Social Hygiene, 61 Broad- 
way, New York, N. Y. It was part of an effort to 
decide, through sampling the opium needs of certain 
areas, the actual amounts for medical and scientific 
purposes required under all conditions for the con- 
tinental United States. 


The research was conducted by C. E. Terry, M.D., 
Executive, Mildred Pellens, M.D., Associate Executive, 
and J. W. Cox, M.D., Field Worker. The records 
reviewed in Detroit elicited the existence of 511 legally 
supplied addicts to opium and its derivatives. This 
was a minimal figure, as some patients received their 
medicine directly from their attending physicians. Of 
the latter, no information was attained. In addition, 
734 illegally supplied addict patients passed through 
the Detroit police headquarters during the year. Police 
estimates of illegally supplied addicted citizens were 
from 10,000 to 12,000. The Summary recommended 
that the medical profession take “especial care to 
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meet this situation,” adding, “greater emphasis should 
be placed in medical schools on the dangers of addic- 
tion formation.” The study indicated the desirability 
of continuing inquiries relating to the therapeutic use 
of drugs as a part of a program for preventing and 
controlling addiction. 


In the early nineteen-thirties, under the supervision 


of the Narcotic Educational Association of Michigan, 


Inc., a farm for local treatment of the narcotic 
addicted person was maintained at Capac, Michigan. 
Reverend E. J. Rollings, member of our Mayor’s Com- 
mittee and Dr. Thomas J. Heldt, esteemed Detroit 
psychiatrist, participated in this movement. Their 
experience demonstrated that the operation of an 
institution for the treatment of the narcotic addicted 
citizen requires special skills, steadfast devotion, con- 
stant application, and closely supervised organization. 
The Capac farm was a noble experiment. It con- 
tinued for a period of three or four years and was 
definitely of acknowledged helpfulness. “God helps 
them who help themselves” is a proverb in all 
languages. Aeschylus said it, “God loves to help him 
who strives to help himself.” Self-help was a powerful 
principle of this project. What each Capac patient 
lacked most, but also needed most, to help himself 
was his enforced abstinence from intoxication. 


Twenty-three years ago, a Survey Committee 
studied narcotic addiction in Detroit, particularly 
from the standpoint of its contributing to petty 
larceny.** The Foreword by Lent D. Upson, stated: 

“The merchants of Detroit, like the merchants of most 
large American cities, suffer large annual losses as a conse- 
quence of the activities of kleptomaniacs, of petty larcenists 
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who steal goods for personal use, and particularly of drug 
addicts who steal articles for resale in order to purchase the 
means of satisfying their addiction. This last group, known 
to the police as ‘hop heads,’ ‘dopes,’ or ‘junkers,’ is believed 
to account for the largest losses—due to continuous activi- 
ties, the resale of stolen property to ‘fences’ at a fraction of 
its value, and to the consummate skill with which the 
thievery is carried out. 


“This study of narcotic addiction as a factor in predatory 
crime, particularly petty larceny, was undertaken at the 
instance of the Retail Merchants Association of the Detroit 
Board of Commerce and a Joint Narcotic Committee ap- 
pointed by the Wayne County Medical Society, to learn, if 
possible, something further concerning the number of addicts, 
the character, extent and cost of their drug consumption, 
the nature and amounts of their thieving, to which might 
be appended recommendations for curtailing the resulting 
loss to Detroit merchants and others. 


“The Survey Committee consisted of: 


Clarence H. Eisman, M.D., Wayne County Medical Society, 
Chairman of the Committee. 

Charles E. Boyd, Retail Merchants Association, Secretary 
of Committee. 

Ray S. Dixon, formerly Social Hygiene Director, Depart- 
ment of Health. 

Percival Dodge, Secretary, Detroit Community Fund. 

Don W. Gudakunst, M.D., Deputy Commissioner, De- 
partment of Public Health. 

Ora Montgomery, formerly Secretary, Detroit Association 
of Credit Men. 

John P. O’Hara, President, Board of Commissioners, Detroit 
House of Correction. 

Lent D. Upson, Director, Detroit Bureau of Governmental 
Research and the School of Public Affairs and Social 
Work of Wayne University. 


“To finance this experimental study in an area exceedingly 
difficult of exploration and in which little or nothing is 
known, an initial grant of $500 was made by the Detroit 
Community Fund to the Detroit Bureau of Governmental 
Research, which fund was supplemented from the Bureau 
budget, and under whose auspices and general direction the 
survey was made.” 


This report indicated the great difficulties in esti- 
mating the number of addicts illegally supplied with 
drugs in Detroit. Estimates ranged from 1,000 to 
12,000, “with the top figure probably a_ casual 
exaggeration.” Report No. 9 used the figure of 500 
as the basis of its calculations. It concluded that the 


**Report No. 9 of The School of Public Affairs and Social 
Work of Wayne University, entitled, “Narcotic Addiction as 
a Factor in Petty Larceny in Detroit,’ by Edward C. Jandy, 
Assistant Professor of Sociology, Wayne University, and 
Maurice Floch, Psychologist, Detroit House of Correction, 
November, 1937. 
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narcotic addict’s “depredations upon community mer- 
chants result in large annual losses to them; his 
larcenies provide extra strain on law enforcement 
agencies, courts and penal institutions.” 

Of Report No. 9, the Narcotic Committee of the 
Wayne County Medical Society, June 8, 1938, re- 
ported, “It is an excellently done, thorough piece of 
research of its kind and conveys a good deal of in- 
formation to the medical profession and to those who 
are interested in this problem and . . . it shows many 
signs of careful, painstaking work on the part of its 
two authors.” 

After further comment, including mention of certain 
necessary shortcomings in such a limited study, the 
Committee report added, “It is true that some pro- 
vision should be made by which an offender who is 
addicted to the use of habit forming drugs could be 
hospitalized.” It summarized, and please note that 
this summary has its value for today’s needs, too: 


“Your committee recommends that a hospital be sct up 
that can take care of some one hundred to two hundred drug 
addicts and perhaps an equal number of alcoholics each year. 
They must be committed and not accepted as voluntary 
patients and your Committee would further recommend that 
some sort of a clinic be provided not particularly for drug 
addicts but where drug addicts would go among other mental 
patients for advice and help and, if need be, to pave the 
way for commitment for actual psychotherapeutic treatment 
and cure. Your committee would emphasize the need of 
social service treatment, adjustment occupationally and 
economically, and also some supervision after release inas- 
much as a cure is not accomplished by mere hospitalization.” 


All help is self-help, but a narcotic addict patient 
specifically needs to help himself by having himself 
restrained. After he has detoxified himself, there is a 
clear possibility that, with sufficient community under- 
standing and practicality, he can continue to help 
himself outside of a hospital. The duration of his 
hospitalization, of the kind I shall describe, is an in- 
dividual problem varying from two or three to six or 
eight weeks.} The duration of his out-patient treat- 
ment is also an individual matter, but would seldom, 
if ever, be less than one year. 

On March 12, 1951, Mayor Albert E. Cobo saw 
fit to establish the Mayor’s Committee for the Re- 
habilitation of Narcotic Addicts. Every member has 
taken satisfaction in seeing to it that his is a hard- 
Although this committee has 
made great progress, from time to time one of its 
members understandably becomes dissatisfied with its 
rate of progress and, instead of using that dissatisfac- 


working committee. 


+Chronic severe illnesses require much longer in-patient 
treatment. 
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tion as a motivation for greater effort, is strongly 
tempted to discontinue his committee effort entirely. 
The committee member’s civic spirit and high-minded 
morale are outstanding and consistently win out. From 
the start, the whole committee has operated with three 
sub-committees: legislation and law enforcement, 
diagnosis and therapy, and education and research. 

Mayor Louis C. Miriani, thoroughly familiar with 
the intent and work of this committee, from its be- 
ginning, has seen to its uninterrupted continuation, and 
has made every effort to advance its cause of edu- 
cationally furthering prevention and treatment. Mayor 
Miriani’s finely conceived and practically adminis- 
tered Austerity Program allows for his high-minded 
recognition of his fellow citizen whose soul cries out 
to be rescued from the snares of self-imposed intoxica- 
tion. 

On January 30, 1953, the whole committee sub- 
mitted a carefully and caringly prepared report of 172 
pages. This publication included twenty-four specific 
recommendations. Compiled and written up by the 
committee’s executive secretary, Mr. Donald M. D. 
Thurber, this publication proved helpful nationally 
and internationally. Unfortunately, the edition con- 
sisted of only 1,000 copies which soon ran out. This 
statement occurred in it: 


The symptoms of disease have profound health significance 
for the specialist who has grown to see them even as cheering 
signs showing the way into, and therefore out of, human 
trouble. Our unprepared fellow man, however, cannot see 
these abnormalities with the healthy encouragement and 
hopefulness inherent in the doctor-patient attitude, so that 
his morale is not strengthened by accounts of painful living. 
Indiscriminate publicizing of human suffering, although in- 
tended to alleviate it, may add to the sum of human misery. 
The few detailed descriptions of illness in this report have 
been included by majority rule of our Committee. May any 
appearance of fault-finding in the report be relieved by the 
health-affirming insight of deepest appreciation for the in- 
dispensable directions to human welfare provided by the 
signs and symptoms of disease.” 


Through the work of the Committee, it was possible 
to establish an out-patient narcotics clinic in the De- 
troit Department of Health.* Other accomplished 
objectives it helped to secure were expansion of our 
Detroit Police Department Narcotics Bureau, legis- 
lative changes facilitating compulsory hospitalization 
of the narcotic addicted person, and augmented edu- 
cational programs in schools, churches, and other 
community agencies. It has steadfastly urged the 
establishment of a local in-patient compulsory treat- 


+Respective sub-committee chairmen are Rev. E. J. 
Rollings, Dr. Thomas A. Petty, and Mrs. William G. Koerber. 
*Director, Dr. William J. Wertz. 
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ment center combined with local follow-up out-patient 
compulsory care. These two projects, the details of 
which were arranged by committee member, Dr. 
Herbert A. Raskin, have been found useful not only 
for national, but also for international, planning pur- 
poses. Every member of the committee has felt the 
need for the continuation of its work in vigilant re- 
search and persevering education. 

Our Mayor’s Committee has received the finest 
kind of cooperation from every city department and 
particularly from those with whom it has had to do 
the most study: members of the Board of Education, 
the Public Health Department, and the Police Depart- 
ment.** A similar kind of fine cooperation has been 
forthcoming from our legislators and from our court 
judges. 


“Separatism . . . is the abstraction of 
a negation, the shadow of a shadow.” 
AMIEL 
Although narcotism is strictly a disorder of health, 


as a rule, it does also involve illegal usage. Hence, it 
is essential that physician, judge, attorney, legislator, 
and police officer undergo the study and research 
necessary to make sure that the proper focus upon the 
narcotist is that of a patient suffering from a serious 
illness. With this orientation, everyone is in the best 
position to be helpful. 

Experiences in our Detroit Narcotics Out-Patient 
Clinic bear out the findings of all physicians that it 
is necessary for every citizen to avoid non-medical 
narcotization. No one is regarded as sickness proof. 
Proper health precautions require that every patient 
have his physician prescribe any and every kind of 
drug of intoxicating properties. Both the chemical 
structure of the medicine and the psychological struc- 
ture of the patient contribute to this addictedness. 
Morphinism, opiumism, and every other kind of nar- 
cotism, refer to a person suffering disordered health. 
Said Thomas Jefferson, “The God who gave us life 
gave us liberty at the same time.’ Liberty and ad- 
diction are incompatible. 

Sometimes the declaration is made thus, “Physicians 
have been known to continue successful practices 
while actively addicted.” Such assertions may be most 
misleading. Everyone, physician or patient, is under- 
going a serious health struggle involving the very 
essence of his appreciation of life itself, as long as he 
is dependent upon narcotization for the conduct of his 


**Special mention is due Inspector Russell J. McCarty in 
charge of Detroit’s Police Department Narcotic Bureau, 
Mr. Ross Ellis of the Federal Narcotics Bureau, and Mr. 
Ernest F. Rossi (now deceased), each of whom has devoted 
himself without stint to furthering the Committee’s effective- 
ness. 
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life. Healthful self-esteem and dependency upon a 
drug for making life seem livable, are not the same 
formula for successful living.§ 


At the present time, our Mayor’s Committee, to the 
member, has reached the following realization. For 
the adequate treatment of the Detroit citizen who is 
suffering from narcotic addiction, there is needed a 
local in-patient highly specialized kind of compulsory 
treatment combining psychiatric with general therapy. 
In addition to this strictly local in-patient care, there 
is needed a very active follow-up local out-patient type 
of compulsory treatment. 


It is important to note right here that “compulsory 
treatment” is no exception to the truth that all help 
is self-help. A person who consciously persists in 
refusing to treat himself, is unconsciously requiring 
that he have himself rescued from this suicidal attitude. 
A sick person of this degree of self-disesteem must be 
cared for as if he were only a baby. One does not 
demand that a baby be able to declare his intention 
to take proper care of himself. The addicted individual, 
like the lost sheep, needs to be sought for and needs 
to live passively his returning himself to the fold. 
These are legitimate medical needs. He is already 
suffering hurt feelings of segregation and needs con- 
vincing experiences that his family and community 
really belong to him. It is most essential that every 
patient be able to force upon himself the opportunity 
of medical supervision by his personal physician, not 
only during his hospital stay but also throughout the 
time of his effort at adjusting himself for the living of 
his community and for the resumption of his occupa- 
tion. In addition, members of his family, as well as 
certain members of his greater community, need 
definitely and critically to have opportunity for de- 
veloping the kind of understanding which will make 
it possible for each of these individuals to behave 
usefully, instead of harmfully, while the patient is 
attempting his rehabilitation. Over the years, experi- 
ence has indicated beyond any doubt that an addict 
patient, in every instance, is an emergency case de- 
serving medical treatment not only when be needs it, 
but also where be needs it. 

The United States Public Health Service, through 
its National Institute of Mental Health, has expressed 
a willingness to subsidize, for the most part, the 
establishment of the kind of in-patient and out-patient 
treatment unit described, provided that local funds also 
contribute to the project. The federal subsidy would 


§Professor Walter H. Seegers, Chairman of the Department 
of Physiology and Pharmacology, Wayne State University 
College of Medicine—personal communication 
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amount to approximately $200,000 a year; the local 
investment in community health would approximate 
$60,000 a year. This facility would treat 200 addicted 
citizens a year. Sufficient space for this clinic has 
been made available by the Detroit Department of 
Health. Federal Commissioner of Narcotics H. J. 
Anslinger regards this solution as being an extremely 
worthy project which has his unqualified approval and 
support. He realizes keenly that without provisions 
for local treatment of Detroit’s addicted citizens, the 
problem of enforcing the narcotic laws here must con- 
tinue to be a tremendous one. In his view there should 
be established in Detroit, as soon as possible, this 
adequate treatment center providing facilities for 
physical withdrawal, intensive psychiatric treatment, a 
follow-up program for at least two years, and con- 
tinuing health education aimed specifically at drug 
addiction prevention. 

Every member of our Mayor’s Committee is now 
interested in mobilizing Detroit’s civic spirit to deal 
realistically with our critical public health problem of 
drug addiction. Health-conscious men and women 
workers of every kind, including doctors, lawyers, edu- 
cators, ministers, editors, lecturers, and particularly 
every elected and appointed public servant, each one 
needs to educate himself about his Detroit drug ad- 
diction seriousness and its implications for every 
possible part of community living. 

The development of the practical kind of required 
local in-patient and out-patient general and psychiatric 
treatment just described, brings medical realism into 
the picture of narcotics addiction. A narcotic addicted 
citizen would rather not consider himself as ill, par- 
ticularly as mentally ill, which he certainly is. 
Similarly, the “drug peddler” would not like to con- 
sider himself as the madman, which he grievously is. 
As long as this medical realism herein described is 
not applied to the treatment of the condition, it will 
be possible for the organized “dope peddler” to go on 
regarding Detroit as a likely target for his aim. On 
the other hand, if the so-called “pusher” requires 
himself to face the medical reality of having himself 
diagnosed a psychiatric patient requiring psychiatric 
treatment over an indefinite period of time, this kind 
of reality orientation would be his chief deterrent, 
the one deterrent which is now sadly lacking in force. 

James Clayton presents convincing statistics* to 
show the immense advantage of psychiatric hospital 
treatment over incarceration for the “criminal’s” en- 
lightened care. As an offering to any critic who re- 


*“Six Years After Durham,” Journal of the American 
Judicature Society, June, 1960 
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gards Judge David L. Bazelon’s renowned Durham 
case rule (“acquittal by reason of insanity must result 
if the crime was a product of mental disease or 
defect”) as being “an easy way out” of responsibility, 
author Clayton concludes, not without humor, “Almost 
anyone in his right mind would prefer a term in 
prison to a term in a mental hospital.” 


Thank God for the iron in the blood of our fathers.” 
THEODORE ROOSEVELT 


In conclusion, what is direfully needed is a realistic 
appraisal of the awful health disorder known as “drug 
addiction,” so that medical responsibility and authority 
can apply itself freely. The illness is of disaster pro- 
portions right here in Detroit, and it is the proper 
concern of every public-spirited person. Education 
upon the topic, Detroit’s Drug Addiction Endemic, 
is a needed sign of the aroused spirit of Detroit, ever- 
ready to build itself out of its ashes. First things first, 
the rescue of our despairing fellow citizen from his 
slavery to his habit is a Detroit First. Effective edu- 
cation of the individual citizen, by himself, is a 
necessary initial step. He must first see clearly that 
he goes to bed with this horrible treason at night and 
gets up with it in the morning; then, outraged, he will 
begin to demand in the name of his vitalized patriotism 
that realistic measures be found and instituted to 
deliver him from this evil. First of all then education, 
and continuing education. Said Socrates, “One only 
evil, namely, ignorance.” 


Lastly, every instance of drug addiction involves a 
unique individual whose prognosis for curing himself, 
in my opinion, is 100 per cent favorable, provided 
that his treatment is sufficiently realistic. The neces- 
sary prolonged duration of the treatment; the necessary 
relapses which are par for the course of that treat- 
ment; the necessary irregularly recurring discourage- 
ment, hopelessness and inability to cooperate on the 
patient’s part; the necessary impatience and refusal of 
the patient’s relatives to put up any longer with his 
“back-sliding”; the necessary frustration of the physi- 
cian’s own therapeutic pride and ambition; the neces- 
sary dissatisfactions and resentments of the medical 
doctor’s colleagues who are less experienced for 
understanding this difficult professional study and 
practice; and, perhaps, above all, the necessary mental 
preoccupation of each patient with “externals,” with 
his materialistic ideas of helpfulness to the corre- 
sponding exclusion of his self-insight; each of these, as 
well as other medical necessities, is considered part 
of the day’s work by the physician adequately pre- 
pared to diagnose and treat addiction disease. 
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The Surgery of Deafness 


I. Myringoplasty by Bi-Pedicle Flap 
Vein Graft Technique 


In RECENT YEARS there has occurred a resurgence 
of interest in the rehabilitation of the patient afflicted 
by a conductive deafness, the result of active or in- 
active suppurative disease. This re-interest has brought 
about a renaissance in otologic surgery, occasioned at 
least in part by advances in knowledge of acoustic 
physiology and its dissemination to otologic surgeons, 
by the availability of better light, better visualization 
and better training, and by the painstaking develop- 
ment of new surgical techniques based upon sound 
physiologic and surgical principles. 

A common ear disorder resulting in the restriction 
of the patient from some sports and also his exclusion 
from certain occupations is the perforated tympanic 
membrane. The type of perforation amenable to 
closure by simple techniques is the central perfora- 
tion with an undiseased middle ear. If active chronic 
suppuration is present, simple closure will fail and 
must be accompanied or preceded by mastoidectomy 
to eliminate osteitic bone and cholesteatoma when 
this is the source of the suppuration. 

The symptoms of an uncomplicated tympanic per- 
foration are usually only that of a mild deafness and 
its sequela, tinnitus. The deafness is conductive in 
nature, with prolonged bone conduction (plus-minus 
to negative Rinne), and lateralization of tuning forks 
to that side. When the deafness is greater than 30 
decibels (a medium whispered voice at the ear) it is 
not due solely to the tympanic perforation, and atten- 
tion must be directed to the entire aural mechanism 
to determine the cause. The tinnitus is mild and 
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usually of the rushing wind or waterfall variety al- 
though frequently none is present. Often there is a 
history of brief mucoid otorrhea with upper respira- 
tory infections. 

Physicians have attempted the closure of perfora- 
tions for at least a hundred years.’ Initial attempts in- 
volved the employment of animal membranes such as 
goat conjunctiva and pig bladder; later innovators ad- 
vocated prepared tissues such as dried amnion, and 
prosthetic devices including cigarette paper, Koroseal, 
Korogel, polyethylene, cotton, silastic, and siliconized 
paper. The disadvantages of prostheses center around 
their temporal nature. As early as 1876, cautery of 
the perforation margin was found to promote pro- 
liferation until the margins of the perforation met.” 
Silver nitrate was the first agent used for this pur- 
pose; now, trichloracetic acid is used almost exclusive- 
ly. When this method yields success, it is superior to 
any other method because the gap is then bridged 
with tissue appropriate to that area, tympanic mem- 
brane, which is morphologically unlike any other or- 
gan in the body in its thinness, toughness, and acous- 
tic properties. The difficulties here are several, chief 
among them that not all perforations can be closed 
by cautery. Weekly cauteries are necessary, requir- 
ing in our experience from four to sixty-two visits, 
with an average of twenty. For the patient to main- 
tain a schedule of weekly visits for longer than four 
or five months requires more than an ordinary amount 
of determination. If the patient comes from some 
distance, as is often the case in my office, this is not 
a very practical method. A modification of it is used, 
however, with 95 per cent success, requiring only one 
treatment. The perforation rim is cauterized in the 
usual manner and covered with a dried sterile amnion 
patch, moistened with neomycin solution just before 


Eprror’s Note: This is the first of a series of four articles 
on The Surgery of Deafness. The other articles will appear 
in future issues of THE JouRNAL. 

Doctor McCabe is Assistant Professor of Otolaryngology, 
University of Michigan Medical School. 


JMSMS 








cps 


500 1000 2000 4000 8000 





Fig. 1A. 


application. This has been described by Schrimpf.® 
Patients must be selected carefully, having an entirely 
central perforation not over 2 mm. in diameter. 

The first surgical closure of a tympanic perforation 
was performed probably by Berthold in 1878, who 
’ He was the first to 
utilize a full-thickness, free skin graft with success, 


coined the term “myringoplasty.’ 


but the method fell into disuse until revived recently 
by Wullstein® and also by Zollner. The outer surface 
of the tympanic membrane is de-epithelialized and a 
tailored full-thickness skin graft placed which depends 
for survival upon an intracapillary circulation. This 
technique attains a significantly high success rate but 
it, too, is attended by disadvantages. First, the graft 
never quite attains the thinness of the natural tym- 
panic membrane. Second, it may not be suitable for 
extremely wide perforations because the wider the 
perforation the higher is the rate of graft perforation.’ 
Third, graft and canal cholesteatomas can occur years 
later when the patient may be lost to follow-up.® 
Fourth, for some inexplicable reason, many full-thick- 
ness grafts in the ear continue to desquamate heavy 
layers of moist keratin for months or years. 

A method of closure satisfactory for very wide 
perforations has been evolved which combines several 
proven techniques. This method employs a viable bi- 
pedicle full-thickness skin flap from the canal wall 
and a free vein graft to bridge the remaining gap. 
Sooy described a somewhat similar technique suitable 
for smaller perforations utilizing a uni-pedicle flap.° 
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Fig. 1. Patch testing of the middle ear is a simple and 
effective method of determining the continuity of the ossicular 
chain. An audiogram is obtained prior to patch testing. In 
the following case (A), the hearing level is 20 decibels de- 
creased. A tissue paper or plastic film patch is then applied 
to the tympanic membrane (B). If the hearing level then 
rises, the ossicular chain may be assumed to be intact. If, 
however, the hearing level is thereby dropped below its 
original level, the ossicular chain is disrupted: (C). In this 
event, ossicular chain continuity must be restored prior to 
myringoplasty. 
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The use of vein as a graft material has been described 
by Shea and by Tabb.'° A bi-pedicle flap has the 
obvious advantage of better blood supply to the ad 
vanced tissue. Vein, in the closure of perforations, 
probably acts as a scaffolding in a manner similar 
to cigarette paper or amnion, but would appear to be 
a superior material in that it obtains a blood supply 
and becomes a living scaffold until its job is done, and 
then is largely resorbed, leaving regenerated tympanic 
membrane in its place. Further, it is likely that at 
least the intimal and subintimal layers of vein wall 
are accustomed to a low oxygen tension and may 
tend to survive longer than dermis in the event a 


prompt intracapillary circulation is not set up. 


Requirements for Bi-pedicle Flap 


Vein Graft Myringoplasty 


1. The middle ear must have been absolutely dry 
to the surgeon’s inspection for at least three months. 
Merely the absence of subjective discharge from the 
ear is inadequate investigation. 

2. Evidences of active osteitis, bone destruction 
or cholesteatoma must be absent. 


3. A functional eustachian tube by Valsalva, Po 
litzerization, or tubal catheterization test must be 


present. 


4. An anterior rim of tympanic membrane suffi 
cient to be visible is probably necessary. A posterior 
rim is not necessary; the perforation may be mar- 
ginal here. In this case, the surgeon must be espe 
cially meticulous in the second stage of the opera- 
tion to exclude the presence of a lurking cholestea- 
toma. 


5. The ossicular chain must be intact, or repar 
able at the time of operation. This is the subject 
of the second in this series of articles. Briefly, it 
may be said that if the hearing loss is no greater 
than 30 db and the hypotympanum is open to the 
mesotympanum, the ossicular chain is probably intact. 
Patch testing is a simple and effective method of 
testing and has the additional advantage of dramatical- 
ly demonstrating to the patient the rise in hearing. 
If the patch increases hearing, the chain is intact. If 
the patch decreases hearing the chain is disrupted. | 
find that siliconized tissue paper of the kind used for 
polishing glasses makes an excellent patch material. 
Pre-cut discs of different sizes can be kept at hand. 


The disc is moistened on one surface with an ear drop 
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or ointment and may be facilely placed over the per- 
foration with the use of a middle ear suction tip. 
Very large or marginal perforations cannot be patch 
tested because the information derived is not reliable. 


Technique 


The operation is performed under sterile conditions 
in the operating room. The canal, auricle, and adja- 
cent skin is scrubbed with phisohex and the canal 
aspirated. Then the canal is filled with Betadyne and 
allowed to remain for ten minutes while draping is 
carried out and instruments arranged. Local anes- 
thetic is used in the usual manner as for stapes mo- 
bilization. 


1. The first step is debridement of the margin of 
the perforation to break the mucocutaneous bond at 
the margin of the perforation. This is best done while 
the tympanic membrane is tense, before flap eleva- 
tion. Care must be exercised to remove that skin 
on the immediate inner margin of the edge; the skin 
grows over the edge to meet the non-advancing mu- 
cosal layer in rendering the perforation permanent. 
Atrophic areas of tympanic membrane without a 
fibrous middle layer are removed at the same time 
because these areas are without blood supply and 
participate poorly in healing. Special 90°, 45°, and 
30° fine middle ear cupped forceps are used for this 
purpose. 

2. A full-length posterior bony canal flap is then 
raised. The incisions form three sides of a rectangle, 
the two axial incisions each being slightly forward of 
the usual stapes mobilization flap and 1.5 mm. short 
of the annular rim, and the circumferential incision 
being just inside the verge of the bony canal. Eleva- 
tion is carried out to the annulus and for a short dis- 
tance anterior to proximal ends of the axial incisions. 
The annular ligament is elevated from its sulcus thus 
rendering the 1.5 mm. superior and inferior pedicles 
mobilized. The outer flap and posterior three-fifths of 
the tympanic membrane will depend for blood supply 
upon these tiny pedicles. It may seem incredible that 
this relatively large tissue mass can survive with ease 
with such narrow pedicles, but I have not seen an 
instance of flap or membrane necrosis. It is self-evi- 
dent that other factors besides pedicle blood supply 
are operative here, probably among them are high 
diffusion penetrability in flaps of very small size, the 
optimum temperature and humidity of the depths of 
an orifice, and the immobility afforded by a bony 
chamber. The ossicular chain may now be inspected 
and the aditus examined for latent disease 
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3. The canal flap is then advanced down the 
posterior canal wall which at the same time advances 
the posterior margin of the perforation anteriorly. If 
the perforation is relatively small the two edges may 
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4. When the flap has been advanced to the limits 
of pedicle flexibility, which should close the perfora- 
tion by no less than two-thirds, the remainder of the 
dehiscence is bridged with a free vein graft. The 


























Fig. 2. Technique of bi-pedicle flap vein graft myringoplasty. The margins of the perforations are 
debrided (a) to break the mucocutaneous bond. Special forcepts angulated at 30,° 45°, and 90° are 
used for this purpose. A posterior canal flap (b) is elevated the full length of the bony canal 
from 5 o'clock to 1 o’clock with the axial incisions stopping 1.5 mm short of the annular ligament. 
These 1.5 mm pedicles will nourish the flap. With flap and pedicles mobilized, the flap is then slid 
down the canal wall (c) thus advancing the posterior margin of the perforation forward. A but- 
tress of gelfoam discs in the tympanum holds the edges of the perforation in the same plane. If the 
perforation is not thus closed, a rectangular segment of vein is then tucked inside the edges of the 
perforation (d) all around to bridge the remaining gap 


thus be brought together in slit-fashion and the ap 
proximated edges splinted with gelatin sponge. If the 
perforation is large, the posterior edge can be ad- 
vanced past the handle of the malleus by dissecting 
the upper crescent of tympanic membrane off this 
ossicle which is a simple maneuver after the mucosa 
over the posterior face of the handle has been slit. 
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vein in area should be no less than twice the area 
to be bridged. If a large dorsal hand vein is not avail- 
able, a segment of external jugular vein is used. Gela- 
tin sponge discs, 5 mm. in diameter, are layered in 
the tympanum in rouleau-fashion, the tympanum is 
flooded with neomycin solution, and the advanced 
edge of the perforation brought to rest on the tym- 
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panic buttress of gelatin sponge. The vein graft, in- 
tima-inward is then placed by tucking its edges under- 
neath the perforation edges. As the gelatin swells, 
the vein is held securely in place against the inner 
aspect of the tympanic membrane. Increased blood 
supply will be afforded the graft if just prior to place- 
ment the mucosal layer at the perforation edges is 
scored many times with a sharp acutely angled hook. 
This frequently removes irregular shreds of epitheli- 
um, providing a wider area of contact between the 
fibrous layers of the two structures. 

5. The outer surface of the composite is splinted 
with moist gelatin sponge discs, terminating the pro- 
cedure. These outer discs are kept moist with anti- 
biotic solution and not disturbed for four weeks. 


Results 


This procedure has been instrumental in my hands 
in the closure of nine perforations which may not 
have been closable by other methods because of their 
size. Four of these performations represented ap- 
proximately four-fifths the total drumhead area. Each 
closure was attended by a rise in hearing in the pa- 
tient. The improvements ranged from 10 db to 30 db 
and each was notable to the patient. Even the pa- 
tient with a 10 db gain claimed significant improve- 
ment. All had relief of the hollow, stuffy, or “dead” 
feeling on that side of the head. Each ear has re- 
mained dry and without desquamation, and has re- 
quired no aftercare subsequent to initial healing. The 
average stay in the hospital has been forty-eight 
hours, and the usual number of office visits five, over 
a six-month period. In two of the very large per- 


forations, the patients operated upon subsequently 


suffered a delayed re-perforation, each in the area 
of the vein graft, but these were now small enough 
to be patched with silastic film until re-operation was 
convenient, with no interim limitations to the pa- 
tient except restriction from high diving and skin 
diving which neither patient minded because neither 
cared for these sports. 


Advantages 


1. Large perforations can be closed in this manner 
with a better chance of success because the size of 
the free graft can be rendered materially smaller. 

2. Perforations of a marginal nature posteriorly 
are amendable to closure by this method since a new 


posterior margin is created by the advancing flap. 
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3. Many dangers attendent upon closure of a pos- 
terior marginal perforation or any perforation are 
eliminated because upon elevation of the flap it is a 
simple and routine maneuver to remove enough an- 
nular bone to inspect the lower part of the ossicular 
chain for partial disruption and the aditus ad antrum 
for latent cholesteatoma. 

4. Perforations of moderate or small size can fre- 
quently be closed with the use of the sliding bi- 
pedicle flap alone. 

5. The canal skin is used to bridge the majority of 
the perforation. This material attains a thinness greater 
than any other cutaneum because it is already extreme- 
ly thin, and has thus proportionately better acoustic 
properties. 

6. With the exposure attained, it is possible to 
simultaneously repair a disrupted ossicular chain. 


Summary 


The use of a bi-pedicle full thickness canal flap 
and a vein graft may be attended by a high success 
rate in the closure of tympanic perforations. For 
many perforations it seems superior to any other 
method, especially for large and marginal perfora- 
tions. No other method of closure gives the surgeon 
as much control over the auditory conductive appara- 
tus as a whole. 
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Homosexuality 
A Medico-Legal Problem 


Tue LAWS of Michigan and of most of the states 
reflect the ignorance and the superstitions of well- 
meaning legislators of 100 years ago. The rules and 
regulations governing traffic naturally had to change 
with the development of the automobile and the high- 
ways; regulations for aircraft are constantly being al- 
tered; public health measures show only a slight lag 
between scientific discoveries and legal readjustments. 

Yet the laws concerning homosexuals have stayed 
far behind advances in the field of psychiatry and 
the field of education. Uninformed people express 
their fears and prejudices, and “act out” their own 
perfectly natural inhibitions against perverse sexual 
behavior; hence, such topics are laden with emotion, 
and no public figure wants to be associated with such 
topics, even if he be well-informed, because it is 
painful to challenge the prejudices of people. As a 
result, the judges, prosecuting attorneys, and lawyers 
are “on the spot” to enforce laws that go back to 
primitive attitudes, yet obviously are not in line with 
modern humane concepts and knowledge. The person 
with homosexual behavior—a maldevelopment of per- 
is humiliated, an otherwise con- 
structive career often wrecked, and society robbed of 
millions of dollars in police costs and loss of services 
of the convicted homosexual. It is high time that the 
public learn to tolerate the topic, to examine the facts 


sonality structure 





and the most widely accepted theories, and to back a 
revision of the archaic laws. There need be no “cul- 
tural lag” in legislation, if we are willing to think 
through these issues and give moral support to the 
lawyers who are already preparing model codes in 





A statement from a study by the Mental Health Committee 
of Washtenaw County Medical Society. Dr. Mason is chair- 
man of the committee. 

The Council of the Michigan Society of Neurology and 
Psychiatry and the Michigan District Branch of the American 
Psychiatric Association gave their unqualified endorsement 
of this statement on September 29, 1960. 
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these areas.’ Our own State of Michigan’s report* of 
the Governor’s Study Commission on the Deviated 
Criminal Sexual Offender is now ten years old and 
should be on the reading list of every serious citizen 
concerned with the persecution of otherwise law- 
abiding citizens. 


Sources of Information 


Reference has already been made to several recent 
publications, but it should be emphasized that numer- 
ous popular and technical studies are available, and 
indicate the concern shown by workers in diverse 
fields. Perhaps one of the best and most unimpeach- 
able sources of especial interest to legislators, judges, 
prosecuting attorneys and lawyers, is the Model Penal 
Code constantly being reworked by the American 
Law Institute. The research abstracted by these men 
covers psychiatric literature, police statitistics, and 
many other sources of information and informed 
opinion. The recently published American Handbook 
of Psychiatry gives excellent coverage of the psycho- 
dynamics of sexual perversions, plus information on 
community problems and legal regulations. The 
Kinsey reports give us a view of the widespread na- 
ture of the problems, including statistics which indi- 
cate that half the adult population probably has ex- 
perienced at least one homosexual relationship since 
childhood (which may explain why we have to act 
naive about the problem). The psychiatric journals 
contain many articles of more technical nature, and 
Drs. Berg and Allen have devoted an entire book to 
The Problem of Homosexuality, including their analy- 
sis of the Wolfenden Report prepared in England in 
1957. 

Before going into a listing of recommendations and 
a discussion of what might be done, a few remarks 
can be directed to our own consciences. If we accept 
the prevalent understanding that the homosexual is 
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the hapless victim of a maldevelopment of personality 
structure, it follows that we must provide maximal op- 
portunities for his readaptation. This is no plea to 
absolve the homosexual from any moral responsibility; 
it is a plea only to define his responsibility. A patient 
with tuberculosis has a responsibility to society be 
cause of his disease, but certainly does not merit legal 
and social annihilation. A person with normal hetero- 
sexual desires is morally obligated to discharge his 
sexual tensions in appropriate ways. A homosexual 
who discharges his tensions is similarly obligated to 
do so in ways which are harmless to others. Then, 
we must ask, what “living space” and what regulation 
is right for the homosexual? Are homosexuals dan- 
gerous? When? Are they “bad” people? Do they 
have any rights? How clearly does society face the 
fact that at present they are branded, despised, black- 
mailed, and persecuted? Would “a liberal attitude” 
and “tolerance” lead to an increase in the incidence 
of homosexuality, or of crimes associated in the 
public mind with homosexual fixation? 


New Concepts 


We cannot answer all the questions we have 
raised, but we can express in condensed form the 
modern views of people working in allied areas. An 
important starting point is expressed in the views of 
the Reporters to the Advisory Committee of American 
Law Institute (Model Penal Code, p. 277 ff), who 
believe that consensual relations between adults should 
be excluded from criminal punishment: 


Our proposal to exclude from the criminal law all sexual 
practices not involving force, adult corruption of minors, or 
public offense is based on the following grounds. No harm 
to the secular interests of the community is involved in 
atypical sex practice in private between consenting adult 
partners. This area of private morals is the distinctive concern 
of spiritual authorities. It has been so recognized in a recent 
report by a group of Anglican clergy... . 

As in the case of illicit heterosexual relations, existing law 
is substantially unenforced, and there is no present prospect 
of real enforcement except against cases of violence, corrup- 
tion of minors, and public solicitation. Statutes that go 
beyond that permit capricious selection of a very few cases 
for prosecution and serve primarily the interest of black- 
mailers. Existence of the criminal threat probably deters 
some people from seeking psychiatric or other assistance for 
their emotional problems; certainly conviction and imprison- 
ment are not conducive to cures. Further, there is the funda- 
mental question of the protection to which every individual 
is entitled against state interference in his personal affairs 
when he is not hurting others. . . . 


Since perverse sexual practices are symptoms of 


underlying pathology, a concise answer cannot be given 
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concerning the “dangerousness” of homosexuals as a 
group. Only by a painstaking and thorough evaluation 
of each homosexual can the personality problems and 
potentialities for harm be assessed. But, by and large, 
overt homosexuals are (otherwise) well-behaved, law- 
abiding and productive citizens. The shocking “sex 
crimes” typically involve psychotic, predominantly 
schizophrenic, individuals who in the process of de- 
terioration may show all sorts of unusual sexual aber- 
rations as they regress through childhood levels of 
behavior. Such people are not picked up by the usual 
police techniques of luring overt homosexuals by 
various forms of solicitation in the public toilets. The 
very existence of punitive legislation and “vice squads” 
has exposed otherwise law-abiding citizens to blackmail 
and criminal attacks (i.e., “rolling’’), and public ex- 
posure frequently leads to loss of jobs and to suicide. 
The book by Berg and Allen* gives many specific 
illustrations of these untoward effects of prosecution. 


One psychodynamic pattern of behavior should be 
mentioned here, as of especial concern to the problem 
of law-enforcement personnel: that is the mechanism 
of “reaction formation.” A child is often shamed into 
leaving one level of childish behavior in favor of a 
more mature way of acting, by doing just the oppo- 
site of the original bit of behavior. Most mothers, 
for example, are aware of infants’ interest in the proc- 
ess and products of excretion. An undue emotional 
stress on this behavior may result in a “reaction for- 
mation” wherein the child becomes fastidious, “too 
clean,” “clean with a vengeance,” and disturbingly 
tense in situations where dirt and disorder naturally 
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prevail. The fervor to be clean contains in it the 
energy of the previous inclination to be dirty—and 
the behavior now contains an excessively emotional 
attitude (instead of a calm rational attitude) which 
interferes with normal life patterns of behavior. Saul, 
persecuting the Christians prior to his conversion, is 
perhaps the most popular example of a reaction for- 
mation. Analogously, psychiatrists find that many 
highly promiscuous people, and many who vigorously 
condemn sexual perversions, are similarly reacting in a 
highly emotional and unreasonable way to deny—to 
themselves and to the world—their difficulty in leaving 
the childhood phase of development that involved 
“normal” impulses which, if unresolved, lead to homo- 
sexual behavior. It is a matter of common observa- 
tion that the worst condemnations and most vigorous 
prosecutions of homosexuals involve “vigilantes” of 
questionable emotional maturity. It is with great 
wisdom that the Canadian Army regulations require 
that soldiers caught violating regulations against homo- 
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sexuality be referred automatically to medical chan- 
nels for administration and supervision. Berg and 
Allen® (p. 159) state: 


The only proper approach to this problem is knowledge 
knowledge of the facts and understanding. Emotional re- 
actions are morbid symptoms whether they manifest them- 
selves in the positive acts of perversions, such as homo- 
sexuality, or in the reactive forms of rage and sadistic punish- 
ment against perversions and homosexuality. Both perversions 
and emotional reactions against them are symptoms. Symp 
toms are not appropriate therapeutic agents, nor are they 
sound judgment. (Italics theirs) 


Tolerance towards homosexual behavior cannot be 
considered an inducement to increased homosexuality 
if modern theories of causation are correct; and, if it 
develops that the more archaic theories of inborn 
errors of body chemistry turn out to be correct, this 
will make even more untenable the idea that tolerance 
is a factor leading to increased homosexual behavior. 
Certainly, attempts to make rehabilitation possible 
must be carried out in an atmosphere of tolerance. 
Most psychiatrists believe, with experience to support 
the belief, that the removal of irrational, blind inhibi- 
tions in a given patient allows that person spontaneous- 
ly to experience normal, basically “moral” ways of 
living, not based on excessive external pressures to be- 
have in a certain way. Analogously, decreasing the 
stigma on tuberculosis has encouraged victims to seek 
treatment, has encouraged the research that is leading 
to the eradication of the disease, and has demonstrated 
once again that the natural self-interests of most people 
lead them to seek help when no stigma is attached. 


The Role of Psychiatry 


Psychiatry has four real, if overlapping, roles to play 
in the community, as regards the problem of homo- 
sexuality. In the first place, some homosexuals can 
obtain real cures through psychiatric therapy. While 
this percentage of cures is not high—for a number of 
reasons—enough homosexuals resolve their conflicts 
to make psychiatrists feel that our undertstanding of 
the psychology of these people is correct. 

In the second place, psychiatric examination of 
homosexuals (in a sincerely non-punitive atmosphere) 
can serve to differentiate the overt, practicing homo- 
sexual from the disturbed, psychotic, or psychopathic 
character who needs some form of continuous or in- 
termittent institutional control. That is, some di- 
agnostic facilities should be brought into play when- 
ever an adult disturbs the community by inappropriate 
public display of sexual behavior, the molestation of 
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minors, or the use of force or intimidation to achieve 
sexual gratification. 

In the third place, supportive treatment of the re- 
lated emotional problems of some homosexuals pro- 
vides them with relief and greater efficiency on the 
job. It is not unusual for one or both partners in a 
marriage involving one homosexual member to seek 
help for certain crises that arise from time to time, indi- 
rectly as a result of the homosexual behavior. For 
example, a female homosexual became extremely de- 
pressed on being jilted by her homosexual partner. 
She sought relief in alcohol, and made a superficial 
suicidal gesture to make the former partner “feel 
sorry’—much to the consternation of the husband 
and her children, who had no comprehension of the 
situation. Brief, supportive therapy helped to alleviate 
the family crisis, without in the least altering the 
homosexual tendencies of this woman. 

Finally, the social acceptance of homosexuality as 
a by-product of civilization will enable psychiatrists 
and other professional workers to educate the public 
as more research justifies it, with the ultimate aim of 
prevention. As Berg and Allen state® 


The homosexual is not just a man with a wicked or 
perverse wish to behave differently from others. He is not 
someone offered the loveliness of women and by sheer 
cussedness spurning it: he is ill in much the same way as a 
dwarf is ill—because he has never developed 


Recommendations 


For the sake of brevity and clarity, the following 
succinctly-stated recommendations are suggested : 

1. The laws of the state should be changed to conform 
more closely with the recommendation of the Reporters to 
the Advisory Committee of the American Law Institute, that 
all sexual practices not involving force, corruption of minors, 
or public offence, be excluded from the Criminal Law 
More specifically this would mean: 


a) any legal interference in the sexual activities between 
two adults, carried on by agreement, in privacy, is an 
invasion of the basic right of the individual; 

b) sexual activities involving display distasteful to the 
public, or exposing children to such displays, should 
be prevented by law, and violators examined for ap- 
propriate corrective action; 

c) any sexual act between an adult and a child, whether 
heterosexual or homosexual, should lead to appropriate 
legal restraint, treatment and/or punishment; 

d) any sexual act involving force, coercion, or violence, 
should likewise lead to appropriate legal restraint, 
treatment and/or punishment. 


2. The mental health facilities of the state should be so 
arranged that 
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sexual offenders will be examined immediately by 
psychiatrists employed by the Department of Mental 
Health or any recognized court-appointed psychiatrist, 
for medical recommendations (final disposition by 
court decision); 

a program of supervision (analogous to probation) be 
evolved with the same mental health facilities, in order 
to provide follow-up protection from and guidance for 
chronic offenders and potentially anti-social characters; 
sexual offenders now incarcerated should be carefully 
screened by a board of review similar to those in the 
Armed Forces, with power to recommend to judicial 
authorities the most reasonable disposition in view of 
their personality structures and the needs of society; 
the plans include some arrangements whereby patients 
so handled will bear as much of the costs of their 
treatment and/or supervision as possible. 


3. A panel of lawyers and psychiatrists should be estab- 
lished for full consideration of contested decisions—a “su- 
preme court” of qualified legal and medical experts appoint- 
ed by the Governor or some appropriate legislative body. 


These recommendations of the panel have been put 
down in concise form in the interest of brevity and 
clarity. This is a complex topic with many ramifica- 
tions and any action undertaken requires the expert 
knowledge of many groups, especially the judiciary, the 
legal profession, people dealing in social services, the 
penologists, criminologists and all law enforcement 
agencies. This is a plea for all citizens to look at this 
problem dispassionately and support constructive legis- 
lation for dealing with the problem of homosexuality. 
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Some Studies on the Metabolism of Ethanol 


An in vitro comparative study has been made of the 
utilization of acetate-i-C* and ethanol-1-C by way of the 
citric acid cycle in liver homogenates and isolated liver 
cells from ethanol-treated and untreated rats. The results 
demonstrate that acetate is utilized more readily by livers of 
normal rats than by those of ethanol-treated animals. In 
contrast, ethanol is better utilized by livers of the treated 
than by the normal rats. Accordingly, it is suggested that 
an increased activity of some of the enzymes which lead 
to the formation of acetyl-CoA from ethanol could be a 
contributing factor 

Another series of experiments demonstrated that prolonged 
treatment of rats with alcohol results in a steady rise in 
the levels of alcohol dehydrogenase (ADH) and to a lesser 
extent, of acetaldehyde dehydrogenase (ACDH) in the liver, 
a change which apparently is independent of food consump- 
tion. It should be pointed out that the former is considered 
the rate limiting enzyme in the chain of alcohol oxidation. 
After the levels of both enzymes attain a maximum, there 
seems to be a gradual decline probably in proportion to the 
degree of hepatic damage induced by the continuous intake 
of alcohol. The withdrawal of ethanol after 20 weeks of 
administration was followed by a decrease in ADH levels to 
control values. 


This study was further extended to the determination of 
the activities of ADH in the sera of alcohol-treated rats 
as well as to those of normal and alcoholic human subjects. 


* An increase in the ADH levels in the alcohol-consuming 


groups over controls was observed although the absolute 
values of this enzyme were much less than those in the 
livers of rats. 

Although the above-mentioned findings can at least ex- 
plain tolerance to ethanol, it is not yet known whether these 
aberrations are a by-product of alcoholism or are factors 
actually conducive to the disease. Nonetheless, early with- 
drawal of alcohol from alcoholic patients before any serious 
damage has occurred in their livers could reduce the activity 
of ADH to pre-drinking levels, as was found in the present 
study on rats. Should future work reveal that the rise in 
the levels of enzymes, particularly ADH, is implicated in 
causing alcoholism in man, the present findings could be of 
great value in the understanding and perhaps the control 
of this disease.—Abstract of a paper presented by Rashid 
M. Dajani and James M. Orten, Department of Physio- 
logical Chemistry, Wayne State University College of Medi- 
cine, Detroit, before the Detroit Physiological Society, De- 
cember 15, 1960, 











Socialized Medicine 


Two and three decades ago the profession objected to and fought 
at every opportunity every move leading toward compulsory health 
insurance which the bureaucrats advocated but which the medical 
profession recognized as socialized medicine. 


For a number of years now the profession has been opposing what 
it called the Forand-type legislation under which, as was repeatedly 
stated during the election campaign and afterwards, that people aged 
65 and over would get their medical and hospital care under social se- 
curity. The bureaucrats and the advocates of these measures, including 
President Kennedy, insisted this was not socialized medicine. It was 
compulsory, it used your taxes and mine and those of everybody 
else who paid taxes to render special services or benefits to a se- 
lected group of people. That group was in involuntarily. That is 
certainly socialism. The Socialist party itself has stated many times 
this was its ambition, and it could increase these services in extent 
and amount of coverage and in the eligible age limits. Forand has 
admitted his Bill would be a foot in the door from which could be 
built complete compulsory medical care. 


Last summer between the nominations and the election, the Con- 
gress made an effort to pass the Forand Bill, or one introduced by 
Senator Kennedy, and it failed. The Republicans proposed bills which 
met the opposition of the medical profession. However, Senator 
Kerr went to work with both groups and the Kerr-Mills Bill was 
evolved, under which the needy among the retired and over 65 
citizens (whether under social security or not) could be cared for 
under certain specific regulations and under general taxes. This is 
a group of people who in all justice has a claim upon the general 
population for care and assistance. The beneficiaries of Social Se- 
curity in the over 65 group, and those being automatically added 
to that group and granted health services, under the new HR 4222 
would create a great tax injustice. Actually the vast majority would 
be getting benefits they could well pay for themselves and would 
be foisted upon a service which over the years had built up a special 
tax fund by compulsory taxation, anticipating benefits for their old 
age. 

The Kerr-Mills Bill which the medical profession advocated was 
passed and put into effect in Michigan at just about the time of the 
election. It was anticipated there would be about 65,000 bene- 
ficiaries in Michigan. 


The Act has been in effect now for four months or more and 
there have only been 8,300 applicants, just about 1/g of the estimated 
number who would need this service. So far as the doctors can see 
there is no one suffering for lack of service. Of course over 235,000 
of the estimated 600,000 persons over 65 are now covered by Blue 
Cross and Blue Shield. The Kerr-Mills Bill is effectively caring for 


the aging persons of meager incomes who need attention, as was 
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requested by the House of Delegates of the American 
Medical Association about four or five years ago. 

The Kerr-Mills Bill is private, individual medical 
care with patients selecting their doctors, and this 
service is paid for by a general tax as has been done 
for ages for this group, they being the natural re- 
sponsibility of the general public. 


Socialized Power and Light 


The bureaucrats and the socially minded politicians 
are not resting with medicine in another move to in- 
troduce socialism into the United States. For many 
years we have had an example and a very outstanding 
one. The Saturday Evening Post, in its editorial of 
March 25, says: 


“SOCIALISM WOULD BE A STRANGE EXPORT 
FOR THE U.S.A.” 

In announcing the appointment of a new member of the 
board of the Tennessee Valley Authority, President Kennedy 
urged that organization to ‘study ways in which the lessons 
it has learned in the Tennessee Valley may be exported 
abroad.’ While few dispute the accomplishments of TVA as 
an engineering achievement, it would be less than accurate 
to send abroad the imbression that only by tax-consuming 
semi-socialistic projects have we taken ‘long leaps forward!” 


The editorial comments that TVA has used the tax- 
payers’ money and has accomplished great things but 
has made no return of taxes to the government. It 
says private power companies using their own and 
their stockholders money have made just as elaborate 
advancements in science while paying taxes. It cites 
Idaho Power Company, Hell’s Canyon dams which 
paid $10,000,000 in Federal, state and local taxes last 
year. It wonders why the “capitalistic”? United States 
should attempt to educate other countries on the vir 
tues of socialism. 

It is an interesting fact that the private independent- 
ly owned power plants in Michigan, for instance, while 
making tremendous advances and helping develop two 
nuclear fission plants, not only has not used public 
funds, but Detroit Edison paid in Federal, state and 
local taxes, $54,512,895 and Consumers Power paid 
$42,809,704, or a grand total of over $97,000,000. In 
spite of this the Federal agitation constantly has been 
to set up more groups throughout the nation. This 
same threat now faces medicine. The bureaucrats and 
the socialistic planners have turned to the medical pro- 
fession as much easier victims. 

The experiences of the President’s Conference on 
the Aging in January indicate to what extent these 
people will go to accomplish a purpose. They reported 
large numbers of groups who voted to put the care 
of the aged under Social Security. Those figures were 
not true and have been exposed numerous times. The 
group voting on that particular item had only one 
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doctor in it, but did have bureaucrats and dedicated 
labor representatives who absolutely buried a minority 
report and issued a report favoring the social security 
angle. 


This Matter of Living 


Here in Michigan, the medical profession has one 
measure opposing socialization of medicine. In the 
1930’s it developed its Blue Cross and Blue Shield pro- 
gram. This was not a perfect organization but it was 
a working one and it could and did care for the lower 
income and middle income groups with very little com- 
plaint. The higher income groups (over limit groups) 
in some instances had disagreements. That need not 
have been. 


For years and throughout the course of pre-paid 
medical services, the Michigan State Medical Society 
has advocated that doctors and patients talk over their 
fees before service is rendered, or at the time it is 
rendered and have an understanding as to extra 
charges. Had that been done there would have been 
very little dissatisfaction. 


Now we are passing through another era. For some 
reason, for the past five years, the insurance depart- 
ment has kept Medical Service working in the red with 
inadequate rates to carry the load. The Blue Shield 
contracts provide for very special services needed in 
many of the newer procedures which were unknown 
half a dozen years ago. Naturally costs have gone up, 
yet every time there is a request for increased ad- 
justment, we have had a publicity blast. 

The Medical Society and Medical Service has had 
unfair criticism from newspapers, bureaucrats, from 
critics all over with very unfavorable publicity. Most 
admit proper work is being done satisfactorily, but it 
is a chance to criticize—not the individual doctors— 
but the group. A feeling and a tension has been build 
ing up which adds to the recently developing general 
drive for socialization. The leaders of the profession, 
national and state, believe we have never faced a more 
serious or more threatening time than right now. 

Another Bill (HR 4222), was introduced as a sub- 
stitute for the Forand and others, on February 13, 
1961, by Congressman King of California. This is 
very definitely socialized medicine. It provides for 
compulsory care and amends the Social Security Act 
to provide health benefits for the aged. 

This new “Health Insurance Benefit Act of 1961” 
(HR 4222), expressing the program of the Adminis- 
tration, is shrewdly written, and vicious. It specifically 
denies being socialized medicine. It has a section pro- 
hibiting any department or official from dominating or 
in any way influencing or suggesting medical actions. 
It gives hospital and other benefits, but gives the pa- 
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tient full choice in selecting his own hospital or doctor 
and specifies that no medical or surgical benefits are 
given—attempting to avoid the charge of socialized 
medicine because it is not medical or surgical and 
makes no provision to pay such. It specifically ex- 
cludes medical or surgical services provided by a 
physician, resident or intern except in the field of 
pathology, radiology, physiatry or anesthesiology. . . . 

This is very cleverly drafted to disavow socialized 
medicine and interference. But hospital services must 
be under a physician and his orders. Also the pathol- 
ogists, radiologists, physiatrists and anesthesiologists 
are physicians. 

This Bill was written to misinform the public in the 
belief it does not involve physicians, and also the older 
people who have been led to believe medical care for 
their older years was promised. 

The American Medical Association called a special 
conference with representatives from every state who 
met in Chicago, March 18-19, to consider this Bill. 
The general opinion was that if this Bill should be- 
come law—as it very seriously threatens to do—that 
would be the end of the private practice of medicine 
in the United States. Doctors are now working under 
very favorable conditions with the insurance principle 
and pre-payment paying a large percentage of their 
bills. Blue Cross and Blue Shield alone cover nearly 
50% and there are thousands of private insurance 
companies carrying this service too. It is estimated 
that nearly 80% of our total population and of the 
retirement age group now have some form of pre- 
paid health insurance. 

This proposed King-Anderson Bill (HR 4222) would 
immediately take over everybody over 65, who’s under 
the Social Security system, the blind, the dependent, 
the handicapped. Passing this Bill would breach the 
barrier now in force against compulsory health in- 
surance by putting 15 to 20 million people in it. What 
would prevent an ambitious person wanting votes to 
change that limit to 60 years, or 50 years, or 35 and 
then ultimately to wipe it out completely. 

That is the foot in the door about which medical 
leaders nationally and locally are very seriously con- 
cerned. 


Special House of Uelegates Session 


The Council of the Michigan State Medical So- 
ciety at an emergency meeting held March 26 in 
Lansing, considered the impending problems and voted 
unanimously to request the Speaker to call a special 
session of the House of Delegates of the Michigan 
State Medical Society. 

These special sessions have been held at rare in- 
tervals, but never for a more far reaching and im- 
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pelling reason than the problems facing Michigan 
Medicine today. The special session of April 16, 1961, 
will be history by the time this editorial reaches our 
readers. The advice and counsel at that special ses- 
sion will then be in the process of implementation. The 
socialized medicine threat demands constant observa- 
tion, but now as a corollary to opposing and fighting 
these particular measures, we invite attention to the 
Blue Cross and Blue Shield programs which staved off 
this threat 20 years ago. The united determined sup- 
port from our membership will again help us. Within 
the last few months we have placed into effect and 
made available throughout the United States, another 
enactment which could demonstrate to the public that 
the social security method of compulsory care is not 
necessary. 


McNerney Heport 


In this issue of THE JoURNAL, we are publishing 
a McNerney report. This is almost a duplication of 
a speech given by Professor McNerney to The Coun- 
cil and the Conference of Public Relations and County 
Officers on January 29, in Lansing. Until now, the 
professor has refused to give anything in writing 
which could be published. This material was received 
on March 20 and immediately rushed for emergency 
setting and publication. 

The Publication Committee and the Editor believe 
this material is so vitally important, especially in this 
time of stress, uncertainty and impending difficulties, 
that every member should have an opportunity to read 
this whole report. It contains basic information from 
a five-year study. It points out what could happen to 
the private practice of medicine, what the doctors 
must do to avoid that condition and how they can 
preserve the right to practice medicine as individual 
citizens. 

We urge our members to read this whole article, 
not once—but twice, and consider seriously his own 
individual reaction. We appreciate that many of our 
doctors do not believe the stories of the threat of 
socialism, but our pioneers, our administrators, na- 
tionally, state wide and locally, appreciate that a very 
desperate change is in the making, unless we are able 
to re-establish the happy confidence of our patients 
in the true significance and implication and accom- 
plishments American medicine has made in the last 
generation, and especially in the last five years. 

Please read the article. Not with resentment, but 
as the considered recommendation of the group of 
devoted investigators who have studied the medical 
profession of Michigan for nearly five years. 

We hope the final report will be available soon, but 
until then, this is what we have. 
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Guest Editorials 


An Uld Pattern for New Progress 


A few hundred meetings ago, one of our distin- 
guished colleagues asserted that the way things were 
going, we wouldn’t conquer tuberculosis in a thousand 
years. At that time, patients were waiting for sana- 
torium beds, and the see-saw record of tuberculosis 
cases showed apparently little reason for optimism. 


HOSPITAL BEDS IN USE FOR TB 





. TB DEATHS 
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Emphasis on early diagnosis, prompt and modern treat- 
ment, and rehabilitation have helped bring about this dra- 
matic progress against tuberculosis. Along with the cut in 
deaths and the declining need for hospital beds, the total 
number of new tuberculosis cases reported yearly (both 
active and inactive) has dropped from 5,538 in 1950 to 
4,743 in 1959, 


Fortunately, the thousand-year prophecy was not un- 
alterable. Some perserverence, with more than a dash 
of statesmanship, has paid off. Not that we’ve finished 
with tuberculosis, but we have made immense progress 
and can take much satisfaction in what has been done. 
More important, we can take from this experience 
some good tactics for use in other places. Particularly, 
we can apply what we have learned in tuberculosis to 
deal more effectively with other chronic diseases and 
mental illness. We can use the old pattern for new 
progress. 


A LOOK AT TUBERCULOSIS TODAY shows a 
sharp reduction in deaths, a significant reduction in 
cases, and a declining need for tuberculosis hospital 
beds. Some local sanatoriums have been converted to 
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use as general hospitals or for chronic disease pa- 
tients. Mental patients have been admitted to state 
sanatoriums. And we are in the process of trying to 
work out the transfer of the Michigan State Sana- 
torium at Howell to the Department of Mental Health. 
This continuing advance was brought about by a work- 
ing partnership of private medicine, official public 
health and voluntary agencies in a three-pronged at- 
tack. We said: 


1. Let’s work together for the early diagnosis of 
tuberculosis. 

2. Let’s insist on prompt and modern treatment. 

3. Let’s help the patient get back on his feet with 
rehabilitation. 


As many readers of THE JouRNAL MSMS know, 
it is seldom easy going, making those three things 
work, but the results speak for themselves. 


IN CONTRAST WITH TUBERCULOSIS, our sit- 
uation with chronic diseases and mental illness is char- 
acterized by long periods of disability and hospitaliza- 
tion, the continuing upward spiral of hospital care 
costs, and the demand for more and more facilities. 
There is currently a backlog of 79 Michigan hospital 
construction projects which would cost $125 million 
and are eligible for Federal Hill-Burton matching 
funds, if we had the money. There are increasing de- 
mands for nursing home beds and the well-advertised 
waiting list at mental institutions. Private and public 
health practitioners alike have an opporunity, if not 
an obligation, to try to establish in these fields the 
same concepts employed in tuberculosis. 

In govermnent programs touching these fields, let us, 
together, strive to establish a high priority for early 
diagnosis. A case in point: the possibilities for public 
screening programs for diseases such as diabetes and 
glaucoma. Let us, together, strive to develop care 
which is not only most effective but also most eco- 
nomical. Here we might well ask how we can act 
most expeditiously to supplement Michigan’s first class 
hospital care with first class home nursing care, not 
only in areas where these services already have been 
started, but also in the sixty counties of the state 
which virtually have no such service available. Let us, 
together, give the techniques of rehabilitation some- 
thing more than lip service. We can no longer afford 
the luxury of warehouse storage for the patient who 
might be put back on his feet by proper treatment in 
a quality nursing home or in a rehabilitation unit. 


BESIDES ADVANTAGES IN HEALTH AND 
ECONOMY, this approach would reinforce private 
practice. As familiar examples, there is the screening 
program which can reach the woman with unsuspected 
cervical cancer in time for early diagnosis and suc- 
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cessful surgery, the visiting nurse who can assist the 
amputee in learning to hobble around on his new 
prosthesis, and the physical therapist who can help 
save the coronary patient from vegetating in a nursing 
home bed. Building the concepts of early diagnosis, 
prompt and modern care, and rehabilitation into gov- 
ernment health services thus augurs well both for the 
practice of medicine and for the health and pocket- 
books of the people. The gain can be made only 
with the energetic leadership of the doctors of Michi- 
gan. 

Aubert E. Heustis, M.D., M.P.H. 

State Health Commissioner 


Our Largest Disease Syndrome 


Human nature plus alcohol and sales promotion 
causes our largest disease syndrome, including physical 
and mental disease, premature death, delinquency, 
crime, broken homes, mental anguish, poverty, and 
reduced national vitality. 


The American Medical Association states, “Chronic 
Alcoholism in the United States has reached the alarm- 
ing degree where it directly affects about 20 million 
people, who are the families of alcoholic patients, 
estimated at almost 5 million. Indirectly, every man, 
woman, and child in the United States is affected so- 
ciologically, psychologically, and economically by this 
problem,” ... and... “This offers to the medical 
profession a challenge it cannot ignore.” 


The acute problem drinkers increase those directly 
affected to 40 million, or one alcoholic in every 41/2 
homes. It costs State government $5.00 for every $1.00 
received in liquor revenue. $1.00 comes out of every 
$25.00 of wages, or 16 billion, or one-third the na- 
tional defense. 


One state reports 20 per cent in its mental insti- 
tutions are alcoholic. No state can provide enough 
mental hospitals at $20,000 per bed for construction 
alone. At Michigan Southern Prison, the largest in 
the world, 49 per cent are alcoholic, and 10 per cent 
drug addicts. Who all constitute the accomplices to 
this 49 per cent? 


One and one-half million crimes in the United 
States in 1958 were up 9.3 per cent over 1957. Of the 
10 per cent crime increase among youth under eight- 
een, 81 per cent were for driving while intoxicated. 
Population increase was 1.7 per cent during the same 
period. Death on highways was 50 per cent alcohol 
connected. In 75 per cent blood tests were demanded. 
For each death, there were 106 injured. 


The University of Michigan reports: “In terms of 
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conduct, drinking is the number one problem of higher 
education in regard to the individual and his group.” 


March 29, 1961: Troops called out at Bowling 
Green State University. Student demands include re- 
laxation of bans on drinking on or off campus. 


Hillsdale College: Friend kills friend after day with 
beer. 


Being a habit-forming narcotic, alcohol is automati- 
cally propagated in addition to advertising and sales 
pressure of all kinds by all who profit from it, so 
now 75 per cent of Americans drink beginning in high 
school, producing over 1000 new chronic or acute 
problem drinkers daily in comparison with 20 cases 
of polio under disease prevention. 


The AMA carries no liquor advertising in its ex- 
tensive publications for obvious reasons. 


Liberty to drink under the law is one thing, but 
liberty for money, to persuade youngsters during the 
years when conformity is natural and one out of 
fifteen becomes a chronic alcoholic, is something else. 


During World War II, there was great concern 
over the physical unfitness of recruits. Our govern- 
ment has just appointed an athletic director and foot- 
ball coach as special consultant for a National Youth 
Fitness Program, while it allows the alcohol interests 
to sponsor TV and radio sports programs. 


Alcohol subverts the mind and damages brain and 
body tissue. We would remonstrate with action if a 
foreign nation sabotaged our man power. No Amer- 
ican wants this. 


If prohibition established today could really pro- 
hibit, one million people could shortly go into con- 
vulsion, coma, and death. Alcoholics want to get well. 
They suffer terribly. Education, understanding, and 
treatment, together with elimination of all types of ad- 
vertising is needed. America wants disease prevention. 


The AMA has stated the problem. We know the 
method and our duty to join with the courts, penal 
institutions, industry, labor, education, government, 
and others to reduce this disease. 


Silence by the major political parties on this sub- 
ject negates their efforts at health, education, welfare, 
and disease prevention. 


Slavery of 100 years ago built mansions for some 
and hovels for many. Millions are now under bondage 
to alcoholism. 


Massive information directly to the people by the 
health professions regarding this growing national ca- 
tastrophe would raise the hopes of the millions of 
Americans directly affected, and the appreciation of 
the whole nation. 


RALPH H. Pino, M.D. 
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Report of Speaker of the House of Delegates 
to The Council 


Special Session of the MSMS House of Delegates, Sunday, April 16, 1961, 


at Kellogg Center, Michigan State University, East Lansing 


On subject date the House of Delegates of MSMS 
convened in special session for the purpose of dis- 
cussing implications of H.R. 4222 in the Federal Con- 
gress which proposes health services to the aged 
through the Social Security system, and to develop 
and implement a necessary informational campaign to 
the public through MSMS members. Seven work 
groups discussed these matters. Following are the 
official reports of the work groups as adopted by the 
House of Delegates in plenary session: 


Reports of Work Groups 


I. “Financing the Program” 


“This workshop committee was furnished informa- 
tion regarding the monies available for this program 
in a communication from Dr. O. B. McGillicuddy, 
Chairman of the Finance Committee of The Council. 
A total amount of $6,450.00 is already in three Public 
Relations accounts, with an additional $35,000.00 in 
a Public Relations reserve presently invested in Gov- 
ernment Bonds. The General Reserve fund of the So- 
ciety amounts to $22,000.00 and must be maintained 
in reserve for extreme emergencies only. 

“It should be pointed out that this is a long-range 
program of many years’ duration and that the timing 
of our maximum effort cannot be predicted at the 
present time. The proposed 12-month budget sub- 
mitted by Mr. Brenneman of which you have received 
a copy requests an outlay of $24,450.00. This budget 
was reviewed with Mr. Brenneman and your Commit- 
tee does not recommend any change in the listed 
items. It was the consensus of the Committee that 
the financing of this continued program would with- 
out doubt be reconsidered by this House of Delegates 
at their regular Annual Session in September, 1961. 

“This Workshop recommends (1) that the pro- 
posed plan of action as submitted by Dr. Engelke this 
morning be approved; (2) that $10,000.00 be made 
available for the remainder of this fiscal year ending 
November 30, 1961; and (3) that The Council be 
authorized to allot additional monies from funds pre- 
sently available in case of an emergency need in carry- 
ing out this program. Mr. Speaker, J. M. Wellman, 
M.D., Chairman, moves the adoption of this report.” 
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The motion was seconded by Charles W. Oakes, 
M.D., and unanimously carried. 


II. “Communicating with Doctors” 


“Mr. Speaker and Delegates, as a result of our 
Workshop discussion and study, the following recom- 
mendations are made regarding communicating with 
doctors : 


“1. Mailings to all MSMS members: the workshop 
participants recommend that all mailings should be as 
brief as possible and printed for greater legibility. It 
recommends that an initial letter be sent which would 
give basic current information. Subsequent mailings 
would provide periodic up-dating of information and 
status of legislation. Strongly recommended was the 
establishment of a set of addressograph plates for 
each physician’s home so that information could be 
sent to doctor and his wife. It was felt that this 
would accomplish two purposes—contact the impor- 
tant Auxiliary member and permit the physician to 
review material outside busy office hours. It was 
agreed that these plates should not be used by any 
group other than MSMS. It was felt that over a 
12-month period, three mailings to all MSMS mem- 
bers would be necessary. 

“9. Mailings to Campaign for Freedom Chairman 
and committees: the workshop agreed that this estab- 
lished list of interested doctors might serve as a nu- 
cleus of physicians who would desire to be informed 
to a greater degree than all MSMS members. These 
physicians were appointed by all county medical 
societies in 1960. If MSMS found it necessary to get 
information out quickly, this list of physicians could 
be contacted by telegram and then relay message on 
request by person to person contact. It was agreed 
that over a 12-month period, six mailings might be 
necessary. 

“3. Preparation of printed bulletins for reading 
by the Secretary and/or distribution to physicians at- 
tending county medical society meetings: the workshop 
participants recommend that these bulletins be pre- 
pared periodically. It was believed that this distribu- 
tion method would be effective and economical. 

“4. Press releases to county medical society publi- 
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cations: since a majority of physicians are members 
of county medical societies which publish a bulletin, 
this workshop urges that regular press releases be sent 
to editors to augment information appearing in publi- 
cations of MSMS and AMA. 

“5. Contact through hospital staffs: it was recom- 
mended that information be disseminated through 
chiefs of hospital staffs, especially in more highly pop- 
ulated counties. Specifically, that hospital staff meet- 
ings be utilized as a forum for discussion and brief 
informational reports. 

“6. Mailings to legislative report list: the work 
shop recommends that this group of approximately 
600 continue to receive special legislative information 
throughout the year. 

“7. Contact with delegates: it is recommended 
that the MSMS consider this a key contact group to 
receive detailed information and keep them constantly 
informed of current status of national legislation. This 
group should be an important action group. Delegates 
should be included in all mailings to Campaign for 
Freedom chairmen and committees. 

“8. Regional legislative conferences: the workshop 
believes that person to person contact is essential to a 
successful information campaign and recommends that 
legislative conferences be held. 

“9. Speakers Bureau: one-day training sessions: 
the workshop believes it highly desirable to hold a 
one-day training seminar to bring together speech ex- 
perts and physicians who desire to improve their 
speaking abilities. Several speeches on different aspects 
of the problem should be distributed. County medical 
societies should be urged to enlarge their speakers 
bureau. Mr. Speaker, R. Wallace Teed, M.D., Chair- 
man, moves the adoption of this report.’ The motion 
was seconded by Charles W. Sellers, M.D., and un- 
animously carried 


III. “County Medical Society Programs” 


“The County Society as an organization stands be- 
tween the State Society Officers and the grass roots 
or individual physicians. The County Society is sen- 
sitive to local feelings, and is therefore in an ideal 
position to interpret a general campaign to the local 
citizens. Secondly, the county society must be the 
body that checks up on the individual physician, on 
the good doctor who ignores political facts, and the 
bad doctor who gives medicine a terrible handicap by 
overcharging. 

“Your committee believes that the county society 
must organize local action; interpret to and educate 
each physician, and constantly inspire and drive him 
to active participation in this campaign. There is 
no one else to insure that each member does his part. 
“Your committee favors the expectation that each 
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physician deliberately plan and intend to discuss the 
facts with at least one patient daily, and to devote 
at least one hour weekly to promoting our campaign 
by correspondence or other means. Toward this, our 
able Vice Speaker suggests the slogan: ‘One Hour a 
Week For Freedom.’ 

“A big sore in medical public relations is the varia- 
tion in financial charges among different physicians and 
communities. Our attack against socialized medicine 
would be aided if we could develop an improved 
public image by developing a satisfactory solution of 
this problem. One method would be for members to 
have an advance financial understanding with each pa- 
tient. Your committee finds some lack of full under- 
standing of the workings of the Kerr-Mills Bill, and 
believes there is a need for further education of physi- 
cians and county aid officials on that subject. 

“Your committee recommends that each county so- 
ciety promote and fully support its Womans’ Aux- 
iliary, for they can be of inestimable value and true 
auxiliaries, in promoting our campaign among the 
citizens, and in educating the public. The same sup- 
port should be given similarly to Medical Assistants 
Societies. 

“Mr. Speaker and delegates, as a result of our 
workshop discussion and study, the following recom- 
mendations are made regarding county medical society 
programs: 


“4. Regional conference: in order to inform and 
inspire county society leaders and officers, we recom- 
mend that The Council organize four regional confer- 
ences to be held as soon as possible, on a Sunday. 
One would cover the Councilor Districts of the De- 
troit metropolitan area, one the lower portion of the 
Lower Peninsula, one the rest of the Lower Peninsula, 
and the fourth the Upper Peninsula. Those invited 
should include delegates and alternates, councilors, 
county society officers and board, PR officers and 
other appropriate officers. MAP officials could well 
be invited as guests. 

“2. Report on special House of Delegates session 
to county societies: your committee recommends that 
each delegate report at the earliest opportunity the 
facts and spirit and importance of this meeting today. 
Each county group of delegates should determine the 
most effective method of informing their officers and 
members. To aid this, the state society office should 
send to each delegate and to county society officers a 
report of this meeting. We recommend that Dr. Dro- 
lett be asked to put the outstanding talk that he gave 
to us this morning on tape so that it can be used at 
county society meetings and possibly other meetings. 
Many small societies lack inspiring speakers; this 
would help fill the vacuum. We also commend this talk 
for reproduction for mailing to each M.D. in the state. 
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“3. Exchange of Ideas Newsletter to C.M.S. offi- 
cers: an Exchange of Jdeas Newsletter for mutual 
interchange of ideas between county society officers 
would be of value, provided that function is not cov- 
ered by existing publications. It would require active 
co-operation by county officers to be of value. 

“4. County society bulletins: we recommend that 
county society bulletins devote a good share, per- 
haps a third, in each issue to material aiding this 
campaign. 

“5. Neighborhood coffee meetings: your commit- 
tee supports the proposal for coffee meetings of 
neighborhood wives and friends. Literature and other 
aids should be made available for these meetings. 

“6. Local newspaper ads: your committee sup- 
ports the placing in local newspapers of the advertise- 
ment which the AMA will place in metropolitan 
papers. 

Mr. Speaker, Don Marshall, M.D., Chairman, moves 
the adoption of this report.” 

The motion was seconded by Jacob F. Wenzel, 
M.D., and unanimously carried. 


IV. “Media” 


“It was felt that the function of this workshop on 
Media was to develop methods of reaching the people 
of the State of Michigan and to inform them of the 
contents and implications of the King-Anderson Bill, 
and the positive and preferred aspects of Medicine’s 
program. The media channels considered by this com- 
mittee consisted of the following: (1) press; (2) 
radio; (3) television; and (4) doctor-patient com- 
munication. 

“It was the consensus of the committee that the 
most important and effective channels to the general 
public were the press, and doctor-patient communi- 
cations. 

“In pursuance of these aims, the following resolu- 
tions were favorably considered and are recommended 
for submission to the House of Delegates for ap- 
proval : 


“1. ReEsoLvep, that press relations should primarily 
be the responsibility of a public relations or press 
committee of each county medical society. Where 
publications are on a state-wide basis, however, the 
responsibility should be shared by the Public Rela- 
tions Committee of MSMS. Every county medical 
society which does not at present have a PR or press 
committee should be urged to create one forthwith. 
The following techniques, with regard to press rela- 
tionship were suggested for use by the county medical 
societies: (A) development of personal contact be- 
tween appropriate members of the society and local 
editors, in order to present medicine’s position and 
to’ enlist favorable editorial support; (B) sponsorship 
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by each county medical society of advertisements on 
local newspapers such as those proposed by the Com- 
munications Division of AMA; (C) enlisting of sup- 
port of local representatives of the National Retail 
Association and Chamber of Commerce in strengthen- 
ing liaison with the press; (D) encouragement of let- 
ters from non-medical personnel to the editors, to 
support medicine’s position; (E) publication of articles 
in special interest newspapers and magazines such as 
local shopping news, organization publications, etc. 

“9. RESOLVED, that the media of radio and tele- 
vision be under the direction of the MSMS Public 
Relations Committee and that the utilization of radio 
and TV time and audio-visual media should be de- 
termined by this committee. 

“3. ResOLveD, that doctor-patient communications 
be implemented with a poster bearing appropriate in- 
formation concerning the King-Anderson Bill, together 
with an invitation to the patient to discuss this matter 
with his physician, and that this poster be distributed 
to every member of the MSMS for display in his office. 

“4, RESOLVED, that a revised pamphlet be prepared 
by MSMS which emphasizes the positive aspect of 
the Kerr-Mills Act, and which exposes the dangers 
inherent in the socialized medicine King-Anderson Bill 
(HR 4222). 

“And be it further resolved, that information from 
AMA publications, along with information applicable 
particularly to Michigan should be incorporated into 
a single pamphlet; and be it further resolved, that 
the above mentioned poster be equipped with a box 
to contain the proposed pamphlet. 

“The media committee took under advisement a re- 
solution submitted by Dr. Charles Sellers which im- 
plied financing of the cost of newspaper publicity. 
No action was taken on this resolution because this 
matter was thought to be more appropriate for con- 
sideration by the special committee entitled ‘Financing 
the Program.’ Mr. Speaker, Jack Rom, M.D., Chair- 
man, moves the adoption of this report.” 

The motion was seconded by J. Leonidas Leach, 
M.D. and unanimously carried. 


V. “Legislative Contacts” 


“Mr. Speaker and delegates, as a result of our work- 
shop discussion and study, the following recommenda- 
tions are made regarding legislative contacts: 


“1. Committee of 10 per cent program as in Cam- 
paign for Freedom to obtain letters to Congressmen: 
we recommend the re-establishment of the technique 
of ‘Committees of 10 per cent’ and further recom- 
mend the extension of this technique to hospitals, 
medical, nursing and pharmacy schools, and other an- 
cillary groups. 

“2. Washington, D. C. trip to Congressmen’s of- 
fices: in addition to endorsing the MSMS trip to 
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Washington, D. C., we recommend that county medi- 
cal societies send groups to Washington for personal 
contact with Congressmen, that individual physicians 
(and their friends) be urged to visit their Congress- 
men while in Washington, and that such contacts 
explain medicine’s stand against socialism (and HR 
4222 in particular) and stress medicine’s positive pro- 
gram for the care of the aged and the American 
people generally, and that all this be done in a diplo- 
matic atmosphere as opposed to one of controversy. 

“3. Petitioning of Congressmen, from CMS and 
others, by formal resolutions: We recommend en- 
couragement of county medical society resolutions, and 
further recommend that county medical societies urge 
allied professional groups, chambers of commerce, 
farm bureaus, etc., to also petition Congressmen in 
support of our position. 

“4. CMS meetings with legislators at home: we 
recommend that informal meetings (as opposed to for- 
mal county medical society meetings) be conducted 
for the purpose of meeting with both state and na- 
tional legislators so that they and physicians can better 
understand each other’s problems and views. 

“5. Activation of list of personal physicians of 
Congressmen: we disapprove of this technique. 

“6. We recommend that in all legislative contacts, 
by whatever technique, physicians observe certain pro- 
tocols, including in particular: 


(A) Be positive, and stress what you are for (Kerr- 
Mills Bill) ; 

(B) Be friendly, not critical or antagonistic; 

(C) Be concerned, with the effect of socialism on 
your patients as citizens of a free nation; 

(D) Be proud, that medicine has made more prog- 
ress in our American atmosphere of freedom 
than anywhere else in the world; 

(E) Be certain, that socialism once started can never 
be stopped and eventually results in ruinous 
taxation. 


Mr. Speaker, John G. Slevin, M.D., Chairman, 
moves adoption of this report.” The motion was sec- 
onded by Vernon V. Bass, M.D., and unanimously 
carried. 


VI. “Working with Others” 


“Mr. Speaker and delegates, as a result of our work- 
shop discussion and study, the following recommenda- 
tions are made regarding working with others: our 
workshop had a most stimulating and | think fruitful 
discussion on this subject. Our report may not include 
many of the basic ideas that need further exploration 
and discussion. In general, we said ‘yes’ to the sug- 
gestions made on the Presidents Program, but decided 
that mailings to individual groups or contacts in meet- 
ings of representatives ought to be made by the medi- 
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cal profession with a much firmer and a more concise 
concept of the subject. Therefore, we talked about (1) 
defining what we are for, and (2) defining what we 
are against. We think it important that we prepare 
and state simply in as few words as possible an out- 
line of these objectives so that we will have a uniform 
‘battle cry.’ This ‘battle cry’ can then be tailored 
for presentation to an individual, to a small group, or 
to a mass audience, as in the suggested mailings. Both 
a capsule presentation and a formal address ought to 
be formulated. We have agreed that multiple key 
words and phrases ought to be included, such as ‘the 
subject which we are against has Communistic ap- 
proval,’ that ‘Social Security represents a tax,’ and 
that ‘a basic problem with our communication with 
others is a lack of understanding of the doctor’s phil- 
osophy.’ We feel that the most receptive audiences 
for our message would include: service clubs, cham- 
bers of commerce, church groups, PTAs, college level 
groups, MEAs, medical students, boy scout and Y 
groups, your own kids, and your wife. 


“1. Establishment of editorial contact list: we re- 
viewed and accept the AMA pamphlet of editorial 
material and we urge their ‘personal’ distribution to 
editors of your community news media. These might 
include not only your daily or weekly papers but 
fraternal, church and trade publications. 


“2. Statewide meeting with ancillary and interested 
groups, and arranging for speakers via a statewide 
speakers bureau: believing that increased federal con- 
trol is our greatest danger to the preservation of our 
civil rights, we therefore propose meetings of all an- 
cillary and interested groups with similar problems for 
discussion, formulation, and concerted plans for inte- 
grated action. Establishment of a state speakers bureau 
and a complementary speakers bureau at either a coun- 
ty or a councilor district level, will be the key to the 
success of these meetings. The delegate should re- 
member, however, that each physician is a speaker 
in his own right and to his own patients of the aims 
and desires of this program. For example, in counter- 
acting the approval of the National Council of 
Churches of the King-Anderson Bill, it would be well 
for each doctor to personally visit his own minister or 
priest or rabbi, prepared to discuss or answer questions 
concerning this program. This discussion group feels 
that it is a lack of information, or a misinterpretation 
of the facts, that has led the national organization to 
approve such a measure. By attacking it at a local per- 
sonal level, clarification of the issue could be accom- 
plished and the simultaneous contact of representatives 
at a state level, with the Michigan Council of 
Churches, would be a progressive step towards them 
publicly reversing their decision. This same example 
could be utilized with farm groups, chambers of com- 
merce, or professional groups that are experiencing 
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the same loss of individual decision and rights exerted 
by the growing federal power. 

“3. Woman’s auxiliary, medical assistants, Michi- 
gan Health Council list, Michigan Association of the 
Professions membership and Health Insurance Council : 
we heartily approve the use of the facilities of the 
above in the mailing of material to these organizations. 
Attention should be drawn to the cards on your desks 
publicizing the Michigan Health Council State Con- 
ference on May 23-24-25. This meeting is appropri- 
ately timed and will include representatives of all these 
interested organizations. This is a most opportune oc- 
casion for us to clearly delineate this program’s ob- 
jectives. We are fortunate in that Dr. Annis, as the 
banquet speaker, will amplify our theme. Any of the 
delegates who have ‘hard to convince’ individuals in 
responsible positions of groups that are adverse to our 
program could be brought as guests to this meeting, 
which is open to the general public. | think that the 
main idea that evolved from our discussion group is 
that the Society state clearly its program’s objectives. 
Effort made to arrive at these clearly stated objectives 
will be of the greatest use to its speakers, its mailing 
programs, and its members at large. We want to thank 
all of the delegates and guests who participated in the 
discussion, and in particular Drs. Paul Ivkovich, Dave 
Bowman and our Councilor Jim Dehlin. Mr. Speaker, 
James D. Fryfogle, M.D., Chairman, moves adoption 
of this report.” 

The motion was seconded by A. Carl Stander, M.D., 
and unanimously carried 


VII. “Establishment of Position and Policy 
of Michigan Medicine” 


“RESOLVED, that the House of Delegates of the 
Michigan State Medical Society meeting in special ses- 
sion mobilize its full resources and call upon every 
physician and constituent and component medical so- 
cieties to: 


“1. Continue to provide the world's highest quality 
of medical care to all our citizens; 

“2. Impress upon the citizens of Michigan that the 
responsibility for financing one’s own medical care 
rests first with the individual, then his family, com- 
munity, county, state, and only if these should prove 
inadequate and as a last resort the Federal govern- 
ment; 

“3. Assist all who need help in meeting the cost of 
medical care; 


“4. Vigorously endorse and promote voluntary pre- 
payment medical care plans as the most satisfactory 
method of financing the cost of medical care and to 
support the program initiated by the Michigan State 
Medical Society in the form of Blue Shield and Blue 
Cross Plans; 
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“5. Acquaint the public regarding the dangers of 
using federal tax mechanisms as a means of financing 
the cost of medical care for all regardless of need, 


“6. Be it further resolved, that the Michigan State 
Medical Society shall actively support all groups hav- 
ing similar aims for the preservation of freedom of 
citizens as opposed to centralized governmental con- 
trols; 

“7. We strongly believe in and vigorously support 
individual initiative, individual responsibility and per- 
sonal freedom for all Americans; 

“8. We call upon each and every individual mem- 
ber to implement the above and to encourage active 
participation in formulating our Country’s future; 

“9. And be it further resolved, that the Michigan 
State Medical Society will actively and aggressively 
oppose HR 4222 (the King-Anderson Bill) and all sim- 
ilar legislation which would in fact socialize the prac- 
tice of medicine in the United States. Mr. Speaker, 
Robert L. Novy, M.D., Chairman, moves adoption of 
this report.” 


The motion was seconded by Claude L. Weston, 
M.D. 

The Speaker called for discussion on the motion. 

It was moved by Jacob F. Wenzel, M.D., and sec- 
onded by Alexander Blain III], M.D., that (2) above 
be amended to strike “As a last resort the Federal 
Government” and substitute therefore “and never the 
Federal Government.” After discussion the House of 
Delegates voted and the motion was defeated. It was 
moved by Sidney Adler, M.D., and seconded by James 
D. Fryfogle, M.D., that (4) above be amended to 
strike “in the form of Blue Shield and Blue Cross 
plans.” After discussion the House of Delegates voted 
and the motion carried. Paragraph 4 above was there- 
by amended to read: “Vigorously endorse and promote 
voluntary prepayment medical care plans as the most 
satisfactory method of financing the cost of medical 
care and to support the program initiated by the 
Michigan State Medical Society.” 

The Speaker then put the motion to adopt the re- 
port of the work shop on “Establishment of Position 
and Policy of Michigan Medicine,” as amended. 

The motion carried and the report, as amended, was 


adopted. 


The Committee to establish position and policy sub- 
mitted the following report: 


‘We highly commend and ask the support of the 
program proposed by Dr. Otto K. Engelke and pre- 
sented to this House of Delegates and ask that it be 
actively implemented by the Michigan State Medical 
Society, its constituent county medical societies as 
well as each individual physician in the State of 
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Statement of Principles 


For Lawyers and Physicians 


(The following statement was developed by a special conference com 
mittee of the Michigan State Medical Society and the State Bar of 
Michigan in 1957, and was approved by both organizations. There 
have been many recent requests that the statement be reprinted.) 


Preamble 


In recognition of the public service obligations common to the 
medical and legal professions, and in the belief that such action will 
promote a closer cooperation and assist in maintaining a harmonious 
and compatible relationship between the two professions, thus serving 
the public interest, the Michigan State Medical Society and the 
State Bar of Michigan do hereby adopt the following Statement of 
Principles governing physicians and lawyers. 


Medical Reports Requested by Attorneys 


1. Where a report is requested by the patient’s attorney, upon 
authorization from the patient, the physician should furnish to the 
attorney such report with reasonable promptness. 

2. The contents of such report should be such as to permit the 
attorney to protect the interests of the patient fully and properly 
and compatibly with the attorney-client relationship. 

3. When requesting such report, the attorney should clearly spe- 
cify the information desired, and make known to the physician 
whether or not it is to embody opinions regarding diagnosis, prog- 
nosis and disability evaluation. 

4. The attorney should recognize that it is not always possible 
for the physician to prepare a medical report on short notice. Where 
the physician may indicate that he deems it necessary or advisable 
before submitting such report to have the opportunity of seeing and 
examining the patient, the attorney should co-operate with the physi- 
cian by arranging for his client to be seen by the physician. 

5. When a medical report is requested by an attorney, he should 
not take the time of the physician for a conference unless: 

(a) It appears to the attorney that a conference is necessary for 

a proper report or 

(b) The physician requests such a conference before furnishing 

his report. 

6. After the physician has furnished a report, if either the physi- 
cian or the attorney feels it necessary or desirable to hold a confer- 
ence with reference to the contents of the report, the attorney should 
be cognizant of the demands of time made upon the physician, and 
should co-operate to arrange such conference at a time and place 
indicated by the physician to be most convenient and suitable. 


Co-operation Between Physician and Attorney In Cases 
Expected to be Tried and Where Attorney Proposes 
to Present Physician as a Witness 


1. It is the duty of the attorney to furnish to the physician reason- 
able advance notice that the case is approaching trial, and that the 
physician is expected to be called as a witness in the trial of the case. 
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2. It is the duty of the attorney to make inquiry 
and ascertain from the physician as to any hospital 
records in appropriate cases, or other records not un- 
der the direct control or possession of the physician, 
including x-rays or reports the physician desires to 
have available at the time of his being a witness in 
the trial of the case, and to make the necessary ar- 
rangements so that such reports are thus available for 
the use of the physician at such time. 

3. It is the duty of the attorney to request and re- 
mind the physician to bring with him at the time he 
appears as a witness his own office records with ref- 
erence to his patient. 

4. It is the duty of the attorney, after the physician 
requests the opportunity of seeing and examining the 
patient before trial, to arrange for the patient to be 
seen by the physician. 


5. It is the duty of the physician at this time to 
review his own office records and any other records 
pertaining to his patient so as to cooperate with the 
attorney in the preparation of the trial of the case. 


6. While the physician heretofore may have fur- 
nished a medical report to the attorney, the physician 
should recognize that such prior report likely was fur- 
nished for the principal purpose of permitting the at- 
torney properly to plead his client’s medical claims 
in the case. The physician should further recognize 
that at this time, for the attorney to protect fully the 
interest of his client, it may be necessary or advisable 
for the attorney to request a supplemental and ampli- 
fied report in the preparation for the trial of the case, 
and it is the duty of the physician to cooperate with 
the attorney where authorized by the patient to fur- 
nish such supplemental and amplified medical report. 


7. In some cases, it should be recognized by both 
the attorney and the physician that it is necessary or 
most desirable that a conference or conferences be 
had between the attorney and the physician in advance 
of the physician appearing as a witness in the trial of 
the case, whereby the physician is afforded an oppor- 
tunity of discussing with the attorney the medical 
aspects of the case from the physician’s viewpoint, 
particularly any technical medical matters pertaining 
thereto. An opportunity is thus afforded to the at- 
torney of discussing with the physician the legal rules 
and the position occupied by the physician as a wit- 
ness in the trial of the case, resulting in mutual co- 
operation for the best interest of the patient of the 
physician and the client of the attorney in the present- 
ment of the case in court. Where, however, the phy- 
sician and attorney mutually agree that such a confer- 
ence is unnecessary, it should be avoided in the in- 
terest of saving the time of both the physician and 
the attorney. Where such conference or conferences 
are deemed necessary or advisable, the attorney should 
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recognize a duty to arrange for the time and place 
for such conference or conferences as most convenient 
and suitable to the physician. 

8. It is the duty of the attorney, in accordance 
with the ethics of his profession, that under no cir- 
cumstances should he seek or attempt, in any manner, 
to persuade the physician to distort or color his testi- 
mony. 

9. The physician should recognize the moral, as 
well as the legal, obligation of appearing in court as a 
witness on behalf of his patient, and should under- 
stand that medical testimony is frequently indispens- 
able to prove or disprove medical claims presented in 
a case. 


The Physician as a Witness in the Trial of the Case 


1. It is required that parties, attorneys and wit- 
nesses, including physicians who are called to testify, 
recognize that the administration of justice by the 
courts and the trial of cases by the judges thereof 
cannot depend upon the convenience of such persons. 

2. The attorney owes a duty to the physician who 
is to be a witness in the trial of the case to notify him 
as far in advance as possible as to when he is to be 
needed to testify, and to keep him informed and ad- 
vised as to any changes with respect to the time of his 
appearance in court as the trial develops. 

3. The attorney should notify the physician prompt- 
ly of any settlement or other development during the 
trial of the case, the result of which is to eliminate 
the calling of the physician as a witness in the trial, 
so that the physician, who likely has set aside the time 
in which he is expected to be in court as a witness, 
may have the opportunity of making other commit- 
ments for this time. 

4. The attorney should have available for the phy- 
sician when he appears as a witness, all hospital and 
any other records which the attorney and physician 
have theretofore agreed shall be at the place of trial 
for the physician’s use. 

5. The physician should attend court at the time 
appointed. The attorney should appreciate, however, 
that a physician has continuing and often unpredictable 
responsibilities to his patients. Insofar as the attorney 
is able, he should make arrangements to permit the 
physician to testify with a minimum of inconvenience 
and delay to him. 

6. The physician while testifying should answer 
questions as concisely and objectively as possible, with 
a terminology, when permissible, which will be most 
understandable to a jury of laymen. 

7. If the physician is asked a question to which he 
does not know the answer, he should so state and make 
no attempt to speculate or guess or theorize or give 
answers not responsive to the question propounded, 
and the physician should not volunteer testimony. 
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8. In the giving of testimony, the physician, un- 
der no circumstances, should permit any bias, prejudice 
or favoritism or personal interest to influence or affect 
his testimony. 

9. When questioning the physician-witness, an at- 
torney should at all times refrain from unwarrantedly 
browbeating or badgering the physician. A physician 
testifying as a witness should know that if and when 
he feels that an attorney is improperly or unfairly 
conducting an examination of him as a witness, the 
physician may address the court and inquire if he is 
required to submit to such treatment. 

10. The attorney owes a duty to the physician- 
witness to prepare and propound all questions to the 
witness in such form and manner as will permit a 
clear understanding and a forthright answer from the 
physician-witness. 

11. An attorney who calls a physician to testify as 
an expert witness should, in advance of the physician’s 
appearance in court, advise the physician of his in- 
tention to qualify and question him as an expert wit- 
ness, and where it is proposed to use a hypothetical 
question, should in advance of the trial converse with 
the physician and explain to him the use of such 
hypothetical question so that at the time the physician 
in his capacity as an expert witness is propounded 
such question, he will have a reasonable understanding 
of the use of the hypothetical question and the limita- 
tions with reference to his answer to such form of 
question. 


Compensation for Services of Physicians 


1. It is the duty of the attorney, where necessary, 
to explain to his client the physician’s bill for services 
and the itemization thereof. In cases where the phy- 
sician aided in preparing the case but did not have 
the opportunity to testify or failed to testify because 
of a settlement prior to his being called as a witness, 
it is the responsibility of the attorney to advise his 
client of the physician’s assistance and services in the 
case, and thus to cooperate with the physician for the 
purpose of seeing that such physician receives a rea- 
sonable fee for such services. 

2. A physician who, at the request of an attorney, 
furnishes a medical report authorized by the patient, 
should receive a nominal fee for this service, and it is 
the duty of the attorney to cooperate with the physi- 
cian to see that he receives such fee. If such medical 
report requires extraordinary services in its prepara- 
tion either as to time and contents, or the case is of 
such a nature that the medical aspects thereof require 
the physician to have a conference or conferences with 
the attorney, or to furnish subsequent supplemental 
and/or amplified medical reports, the physician is en- 
titled to a reasonable compensation for such profes- 
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sional services rendered, and it is the duty of the at- 
torney to cooperate to see that such physician receives 
reasonable compensation in rendering such profes- 
sional services. Where, after an original medical re- 
port, the physician is requested to perform further 
services in assisting in the preparation of the case for 
trial by furnishing supplemer+al or amplified reports 
and conferring with the attorney or rendering other 
services, it is recommended that when feasible, an 
agreed fee for such services be determined in advance 
after consultation with the attorney. 


3. Where it appears that the patient is indigent 
or unable to make payment, the right to compensa- 
tion for services in assisting the attorney in the prep- 
aration of the case for trial may be waived by the 
physician, or where it appears that the financial status 
of the patient is such that ordinary reasonable com- 
pensation to the physician for his services will work 
a hardship, the physician may take this into consider- 
ation in determining his fee for services in assisting the 
attorney in the preparation of the case for trial. 

4. Where a physician testifies as a witness, under 
no circumstances should the physician’s charge for his 
time as a witness, or his fee, if qualified and testifying 
as an expert witness, be contingent or determined by 
the amount of the recovery of the patient in the litiga- 
tion, or the success or lack of success of the patient’s 
case. 

5. Compensation for the services of a physician in 
connection with assisting in the preparation of the case 
or for his appearance as a witness in court should be 
on a reasonable basis and based on the time and nature 
of the services performed. 

6. It is the duty of the attorney to cooperate fully 
with the physician by assisting the physician to obtain 
payment for services properly rendered by the phy- 
sician to his patient in the physician-patient relation- 
ship. It is the further duty of the attorney to cooper- 
ate with the physician to obtain payment from the 
patient for services rendered by the physician to the 
attorney in the preparation and/or trial of the patient’s 
case. 


Inter-Professional Courtesy and Understanding 


1. For the medical and legal professions to perform 
the full duties owed to society by each, it is required 
that the members of each profession extend toward 
the other full courtesies and amenities and engage in 
a mutual understanding of the problems of each other. 

2. It is required that the attorney understand the 
vast demands made upon the time of the members of 
the medical profession, and at all times to avoid un- 
necessarily claiming the time of any physician either 
in the attorney’s preparation of the case for trial, or 
while engaged in the trial of the case. 
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3. It likewise is required that the physician under- 
stand that in many instances the legal rights to the 
patients, in litigation having medical aspects, may be 
properly protected only by the attorney seeking and 
obtaining the time and services of the physician in the 
preparation and trial of the case. 


4. Courtesy requires, where necessary, that the 
attorney assist and enlighten the physician with re- 
spect to his position as a witness in the trial of the 
case, his role as a witness, and the rules to be ob- 
served in connection with the matter of giving testi- 
mony in court. 


5. Courtesy requires of the physician that he aid 
the attorney so that the attorney may be enlightened 
on the highly specialized medical aspects of the case, 
and may be assisted in properly presenting in the trial 
of the case the medical phases involved through suf- 
ficient understanding with the physician to conduct 
an intelligent examination of the physician witness. 


6. Courtesy requires that the attorney cooperate 
with the physician to minimize as far as practicable 
the time required for the physician to remain in court. 


7. If an attorney plans to have a subpoena served 
upon a physician, wherever practicable, the physician 
should be notified in advance and service made under 
arrangements convenient and acceptable to the phy- 
sician 


8. Courtesy requires that wherever practicable, the 
attorney and physician should consult in advance with 
reference to the fee of the physician to be charged 
for his time spent in attendance in court as a witness. 


9. Courtesy requires that where, by requirement of 
statute, the amount of an expert’s fee may be set only 
by the court, the physician be notified thereof in ad- 
vance, with the further assistance of the attorney that 
he will petition the court, at the proper time, for an 
order setting a proper and reasonable fee for the 
physician’s services as an expert witness. 


Excess and Undesired Narcotics 


Excess and undesired narcotic drugs may be shipped to 
the District Supervisor, Bureau of Narcotics, 608 Federal 
Building, Detroit 26, Michigan, by express—charges prepaid, 
for disposition. No remuneration will be made for these 


surrendered drugs 


1. Form 142 titled “Registrant's Inventory of Drugs Sur- 


rendered” will be furnished to registrants, upon request 


2. Form 142 must be prepared in quadruplicate, listing all 
items of narcotics being surrendered, and each form signed 
by the registrant or authorized agent surrendering the nar- 
cotics. 


3. All the Form 142 (Original and three copies) should 
then be mailed to the District Supervisor, Bureau of Nar- 
cotics, 608 Federal Building, Detroit 26, Michigan, with a 
brief letter advising the date of shipment of the drugs, and 
a description of the size of the carton. 


4. Ship the narcotic drugs by Express-Charges Prepaid to 
the District Supervisor, Bureau of Narcotics, 608 Federal 
Building, Detroit 26, Michigan. 


5. Upon receipt of the drugs, a Form 142 will be re- 
ceipted, and mailed to the registrant surrendering the drugs. 
This Form 142 should be retained in the registrant’s files for 


a period of two years, as required by law. 


Special Session of the 
House of Delegates 


(Continued from Page 648) 


Michigan. Mr. Speaker, Robert L. Novy, M.D., Chair- 
man, moves adoption of this report.” 

The motion was seconded by J. Leonidas Leach, 
M.D., and unanimously carried. 


A. Carl Stander, M.D., moved: “Be it resolved, that 
the House of Delegates of the Michigan State Medical 
Society express its grateful thanks to the Michigan 
State University and the Kellogg Center and their 
personnel for the fine cooperation and excellent fa- 
cilities for this special session.”” The motion was sec- 
onded by R. Wallace Teed, M.D., and unanimously 


carried. 


Louis J. Bailey, M.D., moved: “Be it resolved, that 
the House of Delegates of the Michigan State Medical 
Society hereby expresses its commendation to the 
Speaker of the House, the Vice-Speaker, Mr. Hugh 
W. Brenneman and his staff for the excellence of their 
work in connection with this special session.” The 
motion was seconded by several and unanimously 
carried. 

It was then moved by several, seconded by several 
and carried that the special session of the House of 
Delegates adjourn, the time then being 4:29 p.m. 


J. J. Licgutsopy, M.D. 
Speaker of the House of Delegates 
Michigan State Medical Society 








AMA Auxiliary Will 
Fete Mrs. Mackersie 


The 38th annual convention of the Woman’s Auxiliary to the 
AMA, June 26-29, will honor the president, Mrs. William G. Macker- 
sie, of Detroit, at the annual tea in the United Nations Building. 

More than 3,000 physicians’ wives will attend the Auxiliary meet- 
ing in New York City. Besides regular business sessions, presenta- 
tions will be made in the fields of civil defense, safety, health careers, 
mental health and community service. A guest speaker will be Dr. 
E. Vincent Askey, AMA president. 


Health Gouncil Meeting 
Lists M.D. Speakers 


Michigan State Medical Society members plus Auxiliary members 
are well represented on the program for the Michigan Health Council 
State Health Conference, to be held at Ballenger Field House, Flint 
Junior College, May 23-25. 

Nineteen Society members are scheduled to speak during the three 
day meeting. 

Mrs. Wiliiam Mackersie, Detroit, president of the Auxiliary to 
the American Medical Association, will extend greetings to Confer- 
ence participants at the Annual Banquet, May 24. 

Earle Ingham Carr, M.D., Lansing, President, Michigan Founda- 
tion for Medical and Health Education, also will appear on the 
banquet program. 

Charles J. Tupper, M.D., assistant dean, University of Michigan 
Medical School, is chairman of a panel on health careers, May 22. 
Sidney E. Chapin, M.D., Dearborn, president of the Michigan Health 
Council, and Harry A. Towsley, M.D., Ann Arbor, will take part 
in opening day ceremonies. Doctor Towsley is General Chairman 
of the Conference. 

Mrs. Paul Ivkovich, Reed City, president of the Woman’s Aux- 
iliary to the Michigan State Medical Society, will chair a panel on 
the MSMS President's Program, May 24. Also appearing on the 
program that day are Evelyn Golden, M.D., Flint; Leslie V. Burkett, 
M.D., Flint; Vlado A. Getting, M.D., Ann Arbor, and Mrs. Vernon 
V. Bass, Saginaw, Auxiliary Health Careers Recruitment Chairman. 

The second day of the Conference is also devoted to aging. Doc- 
tors appearing on the program of the Joint Council to Improve the 
Health Care of the Aged are A. Hazen Price, M.D., Detroit; Harry 
B. Zemmer, M.D., Lapeer, president emeritis, Michigan Health Coun- 
cil; C. Howard Ross, M.D., Ann Arbor; Otto K. Engleke, M.D., 
past-president of MHC; Albert H. Hirschfeld, M.D., Detroit; and 
Frederick C. Swartz, M.D., Lansing. 

The Thursday program features Kenneth H. Johnson, M.D., Lan- 
sing, president of MSMS; Goldie Corneilson, M.D., Lansing; John 
Rogers, M.D., Bellair; S. D. Steiner, M.D., Detroit; J. K. Altland, 
M.D., Lansing, and Earle I. Irvin, M.D., Dearborn. 
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Charles R. Sligh, Jr. (left), executive vice president of the 
National Association of Manufacturers and keynote speaker at 
the Congress of the Professions, confers with Lester P. Dodd, 
Detroit, MSMS legal counsel, who was general chairman of the 
Congress. 


William M. LeFevre, M.D., Muskegon, first president 
of MAP, presides at the President’s Dinner Dance. 


MAP Congress 


(At right) Thomas A. Francis, Jr., M.D., chairman, 
Department of Epidemiology, University of Michigan, 
discussed the “Great Accomplishments in Medicine.” 


MSMS members meet with state and national representatives from each member profession of MAP to explore the potential 
of an American Association of the Professions; its needs, services, and its relationship to existing state and national pro- 
fessional associations at the MAP Congress. (Left to right): Drs. J. C. Day, John S. Jewell, Scipio G. Murphy, Richard C. 


Deming, Alexander Blain, III, Everett L. Phelps and J. R. Rupp. All are from Detroit with the exception of Dr. Phelps, 
who is from Hastings. 
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"Independence of Thought; Unity of Action,” 
MAP Theme 


The “great thoughts,” “great accomplishments” and 
“great challenges” of the professions were the main 
subjects of addresses given by nationally-known speak- 
ers highlighting the 3-day program of the 2nd An- 
nual Congress of the Professions in Detroit, recently. 

Of special interest were the assemblies devoted to 
the great deeds of the professions. 

o * * 


SPEAKING FOR MEDICINE, Dr. Thomas E. 
Francis, Jr., M.D., professor and chairman of the De- 
partment of Epidemiology, Virus Laboratory, School 
of Public Health, University of Michigan, outlined 
the “greatest designed experiment in medical history,” 
the polio field trial of 1954. 

Philip Jay, D.D.S., professor of the School of Den- 
tistry, U. of M., gave the inside story of fluoridation, 
its world-wide acceptance as a safe and practical 
health measure and the active opposition afforded it. 

W. W. Armistead, dean of the College of Vet- 
erinary Medicine, Michigan State University, told of 
the great accomplishments in veterinary medicine and 
the part they had contributed to the advancement in 
human medicine. 

Stephen Wilson, Ph.D., dean of Pharmacy, Wayne 
University, emphasized how greater specialization and 
diversification in the profession of pharmacy has led 
to its phenomenal growth. 

And speaking for engineering, Dr. Harold S. Black, 
consultant in Systems Research of the Bell Telephone 
company, told of modern day miracles accomplished 
in the field of satellite communications. Each profes- 
sion gained a greater insight and respect for the other 
as these accomplishments were discussed. 

a oe 

IN ADDRESSES STRESSING the Congress theme, 
“Independece of Thought; Unity of Action,” other 
top name speakers appearing before the Congress were 
unanimous in their praise of MAP’s leadership in 
mobilizing the potential strength of united profes- 
sionalism as a powerful force for common good. 

The keynote speaker was Charles R. Sligh, Jr., New 
York, executive vice-president, National Association 
of Manufacturers. He said that all citizens and espe- 
cially the wisest and most capable must always be 
ready to give their best services to the community, 
town, city, state or nation. World tensions are great 
but will not prevail if our citizens are ready and 
willing with their counsel and effects if necessary. 

The first day was devoted to six committee lunch- 
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eons and hearings: Business services and techniques, 
Education, Legislation, Publication, Public Relations 
and Citizens Committee. Hearings were also held on 
the different areas. 

In the evening was the President’s Dinner Dance, 
with Wm. M. LeFevre, M.D., presiding. Lester P. 
Dodd, Detroit, was toastmaster. 

During the “Great Thoughts” session three speak- 
ers gave their offerings from their professional and 
personal experiences: Paul A. Miller, Ph.D., provost, 
Michigan State University; William E. Stirton, Ph.D., 
vice-president, University of Michigan and director 
of the Dearborn Center; and C. S. Steiner, S.J., chan- 
cellor, University of Detroit. They spoke about what 
individuals, the professions and the people may look 
forward to, how to guide the future and obtain the 
most good for all. 

The speaker at the second evening banquet was the 
Honorable John S. Dethmers, LL.B., Chief Justice of 
the Supreme Court of Michigan who spoke on “The 
Role of the Courts.” 

* o . 

FIVE MSMS MEMBERS now serve on MAP’s 
Board. They include: John W. Rice, M.D., Jackson, 
elected by the membership at the annual business 
meeting and Gilbert B. Saltonstall, M.D., Charlevoix, 
one of the founders of MAP who was reappointed by 
MSMS as its representative. Both will serve for a 
two-year term. William M. LeFevre, M.D., Muske- 
gon, also a founder of MAP and its first president, 
will complete his term as president but will remain 
on the Board for another year as will John G. Man- 
ning, M.D., Saginaw and Luther R. Leader, M.D., 
Detroit. 

Officers for 1961 were elected by the Board at its 
March meeting: John Nolen, D.D.S., Lansing, was 
elected president, Nathan B. Saulter, P.E., Detroit, 
vice president, Hollis Clark, Jr., DVM, Holland, 
treasurer and Elmer Mansm, A.I.A., Lansing, was- 
re-elected secretary. 

A Town Hall type meeting to consider the needs 
for an American Association of the Professions was 
held during the closing afternoon of the Congress. 
National leaders of the member professions partici- 
pated in the discussions. Ernest B. Howard, M.D., 
assistant executive vice president of AMA, spoke for 
the medical profession. Further deliberations by na- 
tional professional leaders on AAP will be held at a 
meeting scheduled for mid-summer. 
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Rename John N. Lord President 
Of Michigan Blue Cross 

John N. Lord continues as president of Michigan 
Blue Cross re-elected recently for his fifth consecu- 
tive term. Mr. Lord is president of Lee & Cady and 
vice president of Grace Hospital in Detroit. 

Elected vice president was John W. Paynter, who 
is vice president and treasurer of the J. L. Hudson 
Company. Ralph E. Phelps was re-elected treasurer, 
Wm. S. McNary was re-elected secretary and Hazel 
Kennedy re-elected assistant secretary. Mr. Phelps is 
assistant secretary of the S. S. Kresge Company. 

O. O. Beck, M.D., of Birmingham, and James W. 
Logie, M.D., of Grand Rapids, were re-elected as 
medical representatives on the board of trustees. 


Detroit Clinic Moves 

The Social Hygiene Clinic of the Detroit Health 
Department has moved from its present quarters in 
Receiving Hospital to 8811 John C. Lodge, in build- 
ing 7, Herman Kiefer Hospital. The telephone number 
is TRinity 2-7441, according to Benjamin Schwimmer, 
M.D., clinic director. 


National Occupational Medicine 
Conference Held in Detroit 


Two hundred members of the American Academy 
of Occupational Medicine met at the Detroit Statler 
Hotel February 8 for their annual three-day meeting. 
Chairman was Arthur J. Vorwald, M.D., chairman of 
the Industrial Medicine and Hygiene Department at 
Wayne State University College of Medicine. 

On the scientific program committee were Duane 
Block, M.D., medical director, Rouge Division, Ford 
Motor Company; Edwin DeJongh, M.D., Pontiac Di- 
vision, General Motors; William Jend, Jr., M.D., 
medical director, Michigan Bell Telephone Company; 
Seward Miller, M.D., professor of occupational medi- 
cine, University of Michigan; S. Dan Steiner, M.D., 
medical director, General Motors Corporation. 


Editorial Comment: 


The Lines Are Drawn Again 


Despite the fact that Congress enacted a broad new 
program for health care of the needy and near-needy 
aged last year, President Kennedy and the Democratic 
leaders of Congress will push for a compulsory pro- 
gram tied to Social Security during the 1961 session. 


Proponents of Forand-type legislation have tried to 
belittle the Kerr-Mills Bill as “inadequate” and a 
“stop-gap measure.”’ Actually, the Kerr-Mills Bill will 
require hundreds of millions of dollars and will pro- 
vide care for all persons over 65 who need help. 


Before Georgia and the other states will hardly 
have had an opportunity to participate in this new 
program, the Democratic administration will be push- 
ing for a national compulsory program to include all 
persons over 65 whether they need it or not. Decisions 
as to eligibility, benefits, fees, and all other matters 
will be made in Washington rather than at the state 
and local level as under the Kerr-Mills Bill. 


All of these factors were made abundantly clear 
during the recent 14th Clinical Meeting of the Ameri- 
can Medical Association in Washington, D. C. It was 
most appropriate that the meeting was held in Wash- 
ington, for many of the statements by the officers of 
the Association and by the House of Delegates seemed 
directed as much to the new administration as to the 
physicians. 

These statements reaffirmed medicine’s opposition to 
social security medicine and urged all physicians to 
support state officials and provide leadership in imple- 
menting the Kerr-Mills Bill. The statements were clear 
and left no doubt as to where medicine stands. 


As the 1961 session of Congress progresses, we wish 
to urge every physician in Georgia to keep himself, 
the members of his community, and his Congressman 
informed on this vital issue. The influence of one man 
may make the difference between the free practice of 
medicine and high standards on the one hand, and 
national compulsory health insurance and uniformly 
lower standards on the other.—].M.A. Georgia. 





MICHIGAN MEDICAL MEETINGS AND CLINIC DAYS 


Michigan Health Council State Conference 
Dedication of New MSMS Headquarters 


Upper Peninsula Medical Society 


University of Michigan Conference on Aging 


Coller-Penberthy Clinic 


Michigan State Medical Assistants Society 


Woman’s Auxiliary to MSMS 
MSMS Annual Session 


Ballenger Field House, Flint 
Community College, Flint 

East Lansing 

Menominee 

Ann Arbor 

Park Place Hotel, Traverse City 
Pantland Hotel, Grand Rapids 
Pantland Hotel, Grand Rapids 











“Teamwork,” Theme 


For AMA Meeting 


The American Medical Association’s 110th annual meeting will 
attract an estimated 50,000 persons, including 25,000 physicians, 
into New York City, June 25-30. The convention will develop a 
theme of “Teamwork in Medicine.” 


The AMA meeting will open formally on Sunday, June 25, with 
a special preview luncheon and showing in the Coliseum for AMA 
officers and committee chairmen, members of the Board of Trustees, 
representatives of the Pharmaceutical Manufacturers’ Association and 
invited guests. 


Leonard W. Larson, M.D., 63-year-old pathologist from Bismarck, 
N. D., will be inaugurated as president of the AMA at 8:30 p.m., 
Tuesday, June 27 in the Waldorf-Astoria ballroom. Dr. Larson 
succeeds E. Vincent Askey, M.D., Los Angeles. 


The AMA House of Delegates will meet at the Statler-Hilton, the 
headquarters hotel, at 10 a.m., Monday, June 26. The first order 
of business will be to select the recipient of the AMA Distinguished 
Service Award given annually to the physician who has made an 
outstanding contribution to medicine. 


Matters to be considered by the House will, in all probability, 
include : 


—A supplemental report relating to closer cooperation between 
the American Medical Association, the American Hospital Associa- 
tion, the National Association of Blue Shield Plans, and the Blue 
Cross Association in promoting “maximum development of the vol- 
untary non-profit prepayment concept to provide health care for the 
American people.” 


—A report by the AMA Judicial Council, the “supreme court” 
of medicine, which will cover the controversial relationship between 
doctors of medicine and doctors of osteopathy. 


—Group disability insurance for all members of the American 
Medical Association. 


—A status report by the AMA Commission on the Cost of 
Medical Care, which is presently studying all facets of the broad 
medical care cost problem. 
=. 

—A final report by a committee which studied all mechanisms for 
disciplining members of the medical profession. 


—Washington legislation, especially various aspects of President 
Kennedy’s program for health care of the aged through social secur 
ity. 
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MICHIGAN DEPARTMENT OF HEALTH 


ALBERT E. HEUSTIS M.D., State Health Commissioner 


Operation Seat Belt 


The Michigan Department of Health has been in- 
creasingly concerned about the fact that we have in 
this country a means of saving many lives and pre- 
venting many more severe injuries but do not make 
much use of it. We refer, of course, to seat belts. 
Surveys indicate that only about two per cent of the 
cars in this country are equipped with seat belts. 
Worse, only about one out of three of the people 
who have them, actually use them. 

While seat belts are not quite in the same category 
as vaccines, there is a similarity in that both are 
capable of preventing disability and death. If only 
about two per cent of our people had purchased polio 
vaccine—and if two out of three of them carried it 
around in a vial—we would consider it a national dis- 
grace. Yet this is precisely what is occurring with re- 
gard to seat belts. 

We decided to make a tentative start toward im- 
proving this situation. We had from time to time sent 
out press releases and radio spot announcements pro- 
moting seat belts. We therefore decided to go ahead 
on our own and provide seat belts to our employees 
who were assigned a state car. These belts would be 
paid for out of our operating funds. We received re- 
quests for 68 belts to be installed in 38 cars. The 
only stipulation was that the belts must be requested 
in writing and that each person must agree to use 
them. 

Having done this, we decided that we should see 
what could be done to make seat belts available to 
our own employees, inexpensively and at little incon- 
venience. It has always been a basic part of our phil- 
osophy that a public health measure must be not only 
effective but readily available and relatively inexpen- 
sive if it is to be widely accepted and used. Obviously, 
one of the problems with regard to seat belts is cost 
as well as inconvenience. We therefore checked with 
various local dealers until we got what we considered 
to be the best price possible—$6.72 per belt includ- 
ing tax and installation. These belts exceeded the rec- 
ommendations of the Society of Automotive Engineers. 
Arrangements were then worked out so that employees 
could, if they wished, have their cars driven to the 
garage and the belts installed while they were at work. 
Thus, while the cost was still more than nominal, it 
was most reasonable, and the installation of the belts 
could be done at no inconvenience. 
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Once these things had been established, we began 
an educational campaign within the department, using 
our weekly news sheet as a medium of communication. 
A special fact-sheet on seat belts was prepared and 
distributed with the news sheet. A motion picture, 
Safety Through Seat Belts, which is in our film library, 
was shown to all those who wished to see it. This was 
done on company time and took about twenty minutes. 
Finally, samples of the various colors of belts were 
displayed in our lobby along with a register in which 
people could sign up for the number and color of 
belts desired. 

At the end of the program, 243 seat belts were 
ordered by 102 people. Including our state cars then, 
136 cars have been equipped with seat belts as a 
direct result of our program. As such, the program 
cannot be considered an overwhelming success. But it 
does represent about 25 per cent of our total em- 
ployees—well above the 2 per cent average in the 
nation. 

Another by-product of this seat belt program has 
been the recent announcement by Governor Swain- 
son that seat belts will be installed in all state cars 
upon request of the persons to whom the cars are as- 
signed. By the end of the year, according to Governor 
Swainson, all state cars will be so equipped. 

The seat belt program was organized to achieve 
two goals. One, to demonstrate our own conviction 
of the importance of these belts so that we could 
more effectively urge that all state cars be equipped 
with them. This has already paid off. Second, we 
hoped to determine whether or not an extensive public 
education program would be of any real value. The 
answer to this is not so obvious. It is clear, however, 
that next year, when all automobile manufacturers 
plan to produce cars with seat belt fittings as standard 
equipment, public education on a continuing basis 
will be of some value. 

Perhaps more significant is the realization that any 
business or industry can expect a considerable in- 
terest in, and acceptance of, seat belts if a program 
is conducted which will make them available at a 
reasonable cost and with little inconvenience. It is 
toward the promotion of such efforts that we feel we 
can be most effective at the moment. 

We shall be glad to share with any local medical 
society any material used in our campaign. 
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STR A 


Strain is a necessary component of man’s efforts to move his external 
environment, but all too often brings on extreme pain and trauma when hard 
stools are moved after repair of rectal disorders. Metamucil adds soft, bland 
bulk to the bowel contents to stimulate normal peristalsis and also hold 
water within stools to keep them soft and easy to pass. Thus Metamucil, 
with an adequate water intake, is of great help in minimizing painful trauma 
to postsurgical rectal tissue. Metamucil promotes regularity through 
‘‘smoothage”’ in all types of constipation. 


® 
VM f brand of psyllium hydrophilic mucilloid gj { 


Available as regular Metamucil or as the new lemon-flavored Instant Mix Metamucil 
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HEART BEATS 


(This material is provided by the Michigan Heart Association) 


New MHA Officers 


John D, Littig, M.D., Kalamazoo, is the new presi- 
dent of the Michigan Heart Association, elected at the 
annual meeting of members on “Michigan Heart Day” 

at the Statler-Hilton Hotel. Muir 
Clapper, M.D., Detroit, became 
president-elect, Lawrence Dooge, 
Grand Rapids, first vice-president 
and Mrs. James McEvoy, Detroit, 
second vice-president. Sidney E. 
Chapin, M.D., Dearborn, and 
W. C. Folley, Sc.D., Detroit, 
were re-elected as secretary and 
treasurer, respectively. New trus- 

Joun D. Lrrtic, tees are: Douglas Giles, Birming- 

M.D. ham, Albert Heustis, M.D., Lans- 
ing, Mrs. Norris A. Host, Birmingham, Bernath P. 
Sherwood, Jr., Spring Lake, Robert Stow, M.D., Lans- 
ing, and Randall M. Whaley, Ph.D., Detroit. 


New Staff Member 


Seymour Brieloff is the new director of Michigan 
Heart Association’s Eastern Regional Office in Flint. 
Mr. Brieloff was formerly the director of operations 
for the Community Workshop of the Jewish Voca- 
tional Service in Detroit, where he had previously 
served as career counselor. Born in New York city, 
he obtained his Master of Education degree at the 
University of Miami, and brings 10 years of experi- 
ence in the field of rehabilitation to the Heart As- 
sociation. 


Wet Clinics’ Purpose 


and Procedures 


The primary purpose of the Congenital and Rheu- 
matic Heart Disease Wet Clinic is to teach diagnos- 
tic and therapeutic methods in congenital and rheu- 
matic heart disease. The experience of the conducting 
physician, internist, pediatrician or cardiovascular sur- 
geon, is drawn upon to aid the attending physicians in 
examining, evaluating and managing cardiac patients, 
and to better judge which patients may profit from 
angiocardiography and cardiac catheterization and 
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other of the newer diagnostic tools in determining the 
feasibility of cardiac surgery. 

A single wet clinic can probably best manage six 
to eight patients, with two to six participating doc- 
tors. Patients are selected from a wide range of cardiac 
disorders. Written histories and records of patients 
should be available, as well as x-rays, ECG’s and 
laboratory studies for the attending physicians’ in- 
formation. Clinics are followed by a discussion period 
on the general problems involved. 

The Michigan Heart Association will underwrite the 
payment of the honorarium and expenses of your con- 
sultant and therefore no charge will be made to the 
patients by the consultant. 

For further information write: John G. Bielawski, 
M.D., Medical Director, Michigan Heart Association, 
3919 John R, Detroit 1, Michigan. 


Heart Disease Control 


An institute on Heart Disease Control will be con- 
ducted by the University of Michigan School of Public 
Health from June 26 through July 1 in Ann Arbor. 
The Michigan Heart Association is one of the col- 
laborating agencies in the program which includes lec- 
tures, seminars, discussion and demonstration from the 
aspects of Epidemiology, Prevention, Early Detection, 
Rehabilitation, Nutrition and Nursing related to Heart 
Disease. 

Registration application must be sent not later than 
June 1 to: Director, Continued Education, School of 
Public Health, The University of Michigan, Ann 
Arbor, Michigan. 


Association's Research Program, 


1961-1962 


The Michigan Heart Association Research Commit- 
tee recommendations for 1961-62 approved by the 
Board of Trustees, have been allocated as follows: 

Dean’s Fund 

Medical Student Research Fellow- 

ships (25 at $600.00) ... 
Contingency Fund 
Grants-in-Aid 


15,000.00 
15,000.00 
cLcsnancssocs au ua 


TOTAL re $351,639.05 


Continued on Page 662 
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want it to be: 


specifically 
for children? 





see how closely these ATARAX 
advantages meet your standards: 
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efficacious 


remarkably 
well tolerated 


palatable 


“.,. Atarax appeared to reduce anxiety and restlessness, improve sleep 
patterns and make the child more amenable to the development of new 
patterns of behavior... .’! 


“The investigators were impressed with the lack of toxicity and minimal 
side effects which were observed even after long-term use.’’2 


Delicious ATARAX syrup pleases even the balkiest patient. 


Nor is that all ATARAX has to offer. In the allergic child, ATARAX offers 
added antihistaminic action to help control asthma and urticaria.’ In fact, 
though outstandingly useful in children,!-4 ATARAX equally well meets the 
needs of the elderly, and of the tense working adult (it calms, seldom 
impairing mental acuity). Why not extend its benefits to all your tense 
and anxious patients? 


Dosage: For children: under 6 years, 50 mg. daily; over 6 years, 50-100 mg. daily; 
in divided doses. For adults: 25 mg. t.i.d. to 100 mg. q.i.d. Supplied: Tablets 10 
mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 
Syrup, ; mg. per cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 


References: 1. Freedman, A. M.: Pediat. Clin. North America 5:573 (Aug.) 1958. 
2. Nathan, L. A., and Andelman, M. B.: Illinois M. J. 112:171 (Oct.) 1957. 
3. Santos, I. M. H., and Unger, L.: Ann. Allergy 18:179 (Feb.) 1960. 4. Litchfield, 
H. R.: New York J. Med. 60:518 (Feb. 15) 1960. 


PASSPORT 
TO TRANQUILITY 


(brand of hydroxyzine) 
® 
New York 17, N. Y. VITERRA Capsules—Tastitabs 
Division, Chas. Pfizer & Co., Inc. —Therapeutic Capsules for 


Science for the World’s Well-Being® vitamin-mineral supplementation 


Say you saw it in the Journal of the Michigan State Medical Society 





661 











HEART BEATS 


Association's Research Program 


(Continued from Page 660) 


Grants-in-Aid were awarded to ten Michigan Medi- 


cal institutions for research under the direction of re- 
sponsible investigators as follows: 


1. 


Marion I. BarnHart, PuH.D., Wayne State University 
“Cellular Sites for Synthesis of Proteins Important in 
Blood Coagulation.” 


. Bernarp Bercu, M.D., Wayne County General Hospital 


“Myocardial Blood Flow Using Radioactive Sodium.” 
Ricuarp Binc, M.D., Wayne State University 
“Myocardial Metabolism and Contractile Proteins of the 
Heart.” 

A. J. Bovte, M.D., Wayne State University 

“Plasma Colloid Stability in Normal and Atherosclerotic 
Subjects.” 

Geo. O. Ciirrorp, M.D., Wayne State University 
“Mechanism of the Coagulation Abnormalities Induced 
by Hyperlipemia and Its Modification by Certain 
Agents.” 


5. Vernon N. Dopson, M.D., University of Michigan 


“Anti-heart Antibodies.” 

F. D. Dopritt, M.D., Harper Hospital (Cariovascular 
Surgery) 

“Synthetic Heart Valve.” 


. F. E. Gretrenstein, M.D., Wayne State University 


“The Use of the Buffer Amines for Reversing Respiratory 
Acidosis During Anesthesia and Surgery.” 


. Stpcey Hoosier, M.D., University of Michigan 


“Arteriosclerosis and Hypertension.” 


. THomas James, M.D., Henry Ford Hospital 


“Morphologic Studies of the Human Heart with Clinical 
Correlation.” 


. Prescotr Jorpan, Jr., M.D., Wayne State University 


“Aortic Valvular Replacement.” 


. Jon J. Kapara, Px.D., University of Detroit 


“Simultaneous Use of Tritium and Carbon-14 Metabolites 
to Study the Dynamics of Lipid Metabolism.” 


. Conrad Lam, M.D., Henry Ford Hospital (Cardiovas- 


cular Surgery) 
“Experimental Cardiovascular Surgery.” 


. B. M. Lewss, M.D., Wayne State University 


“Pulmonary Capillary Bed in Cardio-Respiratory Dis- 
ease.” 


. Perry Martineau, M.D., Herman Kiefer Hospital 


20. 


“Blood Viscosity in Relation to Coronary Atherosclero- 
sis.” 


. Joun S. Meyer, M.D. Wayne State University 


(A) “Clinical Evaluation of Combined Fibrinolysin and 
Anticoagulant Therapy in Cerebrovascular Disease.” 

(B) “1—Pathogenesis of Vasospasm in Hypertensive En- 
cephalopathy. 2—Cerebral Metabolism and Blood 
Flow in Vascular Disease.” 

N. J. Mizeres, M.D., Wayne State University 

“Neural Effect on the Coronary Blood Flow.” 


. Joe Morris, M.D., Wayne State University 


“A Comparison Study of Valvuloplasty Techniques Us- 
ing the Pulse Duplicator and Post Mortem Hearts.” 


. E. E. Murugan, M.D., Woman's Hospital 


“The Influence of Renal Cells Grown in Tissue Culture 
on Experimental Hypertension.” 

A. C. Norxs, M.D., Children’s Hospital 

“Blood Pressure Determination in Small Infants.” 
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21. 


Jan Nysoer, M.D., Harper Hospital 
“Evaluation of Ultra-Low Frequency Ballistocardiography 
and Electrical Impedance Plethysmography.” 


. C. J. Parker, Jr., PH.D., Wayne State University 


“The Action of Anserine and Carnosine on the Mg- 
activated Myofibrilar Adenosine Triphosphatase Activity 
of Cardiac and Skeletal Muscle.” 

R. C. Reynotps, University of Michigan 

“A Study of the Effect of pH and Ionization on the 
Actions of the Sympathominetic Amines on the Vascular 
System of the Cat and Rabbitt.” 


. H. J. Ross, M.D., Wayne State University 


“Study of Microscopic Vascular Dynamics in Various 
Forms of Shock and Study of Vascular Changes Which 
Occur with Administration of Drugs Which Change the 
Caliber of Vessel and Affect Their Blood Flow.” 


. P. A. Ronpett, Px.D., University of Michigan 


“Electrolyte Movements and Vascular Muscle Contrac- 
tion.” 


. J. N. ScHagrrer, M.D., Rehabilitation Institute 


“Objective and Subjective Physical Disability Evaluation 
in Hemiplegia.” 


. W. H. Seecers, Pu.D., Wayne State University 


“Blood Coagulation: Purification of Inhibitors and Mech- 
anisms of Their Action.” 


. J. C. Sisson, M.D., University of Michigan 


“Tl Labeled Fat in Myocardial Infarct Patients.” 


. Herpert Stoan, M.D., University of Michigan 


“Transplantation of the Heart.” 


. Aaron STERN, M.D., University of Michigan 


“The Development of an Intracavitary Combination Elec- 
trocardiographic and Phonocatheter Permitting Heat 
Sterilization. The Building of a Preamplifier for Intracav- 
itary Phonocardiography.” 


. D. E. Szmacyt, M.D., Henry Ford Hospital 


“An Investigation of the Use of Vascular Substitutes in 
the Replacement of Arterial Segments.” 


. D. E. Verna, Pu.D., University of Michigan 


“The Teratogenic Effects of Trypan Blue on the Cardio- 
vascular System of Mice.” 


. J. M. Wevver, M.D., University of Michigan 


“Investigation of Abnormalities of Sodium and Potassium 
Metabolism in Hypertension.” 


. P. Wirus, Il, M.D., University of Michigan 


“Investigation of the Mechanism of Blood Coagulation 
with Special Reference to Problems of Thromboembolic 
and Arterial Occlusive Disease.” 

A. J. Zwetrcer, M.D., University of Michigan 

“Effect of Heparin on Experimental Thrombosis in Dogs.” 


5. W. S. Wirson, M.D., University of Michigan 


“1—Changing Intracardiac Conductivity and the EKG. 
2—The Effect of Denervation of the Lung on Hypoxic 
Pulmonary Hypertension. 3—Changes in Sodium Ex- 
cretion after Closure of Left to Right Shunts. 4—Pre- 
liminary Studies on the Denervated Heart.” 


AMA Sees Danger in Trampolines 


Trampoline acrobatics performed by untrained amateurs 


can cause crippling and even fatal injuries, the American 
Medical Association said in a warning. 


An editorial in the November 26 AMA Journal pointed 
out 
tumbling among novices without 


the dangers of increased popularity of trampoline 


proper supervision or 


instruction. 


The most dangerous place on the trampoline is still the 


center of the mat, the Journal says. 


JMSMS 





youcan tprescribeamore 
effective antibiotic than 


ERYTHROCIN 


irythromycin, Abbott 


How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 

Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 


4 


against gram-positive organisms. In this it comes 
close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
>Filmtab—Film-sealed tablets, Abbott. 


ABBOTT 














HOSPITAL EQUIPMENT 
PHARMACEUTICALS 
BUSINESS OFFICE EQUIPMENT 
PHYSICIANS SUPPLIES 
TRUSSES 
SURGICAL GARMENTS 
PHYSIOTHERAPY EQUIPMENT 


Four Locations 
To Serve You: 


Supply Co. 
311 State St., S.E. 


Pharmacy 
20-24 Sheldon, S.E. 


Drive-Up Pharmacy 
311 State St., S.E. 


Ramona Pharmacy 
515 Lakeside Drive, S.E. 








Pathology Comment 


These items are provided by the Michigan 
Pathological Society 


Contraindications for Blood Transfusions 


“Thoughtless prescription of blood transfusion is 
playing Russian Roulette with bottles of blood in- 
stead of a revolver. While the odds are in the phy- 
sician’s favor that nothing will go wrong, the patient 
takes the risk.” This statement by Crosby} succinctly 
summarizes blood transfusion hazards. 

Each year 3,000 persons die from an estimated 3.5 
million blood transfusions; transfusions rank with ap- 
pendicitis and anesthesia as causes of death. A legal 
opinion on blood transfusions has pointed out that a 
physician would be liable for damages following and 
caused by a transfusion that was not indicated by the 
facts of the case. 

Even if no negligence could be proved, an action 
for damages would lie if the plaintiff could prove that 
a transfusion was not indicated medically. Fortunately 
this situation rarely presents itself in court, but the 
proper indications for transfusion deserve most care- 
ful consideration at all times. It is not a decision to 
be made lightly, and a surgical operation per se is 
not sufficient reason. 

We must remember that we are treating the patient, 
not his laboratory reports or our own anxiety. Trans- 
fusions are neither tonics nor placeboes; they are not 
substitutes for careful medical or surgical therapy. It 
is far better to treat a simple iron deficiency anemia 
by iron replacement than by transfusions. As a single 
unit of blood only provides the patient with 1 to 1.5 
gm. of hemoglobin per 100 ml. of blood, the use of 
a single unit transfusion is rarely justified in view of 
the hazards involved. 

Before ordering the next transfusion, please con- 
sider the following risks: 

1. Hepatitis 

Reaction from incompatible blood 
Allergic reactions 

Sensitization of the patient 
Possible bacterial contamination 

Except for exchange transfusions there are two in- 
dications for blood transfusion: 

1. Improvement of circulatory system stability by 
replacement of blood volume where the patient’s life 
is imperiled. 

2. Prevention of acute hypoxia or shock by improv- 
ing the oxygen-carrying capacity of the blood. 

These are the facts to consider. The decision is 
yours. 


+Crosby, W. H.: Blood, 13:1198, 1958. 
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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
1 tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 





Also supplied in sustained-release capsules . 


Meprospan’ |} 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 
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SARDO IN THE BATH releases millions of microfine water-miscible globules* which 
act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 
excessive evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 









































for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.M. © 1961 
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Percodan 


(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 


TABLETS 


for pain 


prompt relief 
profound relief 


prolonged relief 


« 








ACTS FASTER—usually within 5-15 minutes. LAsTs 
LONGER— usually 6 hours or more. MORE THOROUGH 
RELIEF— permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 
or bedridden patients. 

AVERAGE ADULT DOSE: | tablet every 6 hours. May be habit 
forming. Federal law permits oral prescription. 


Each Percopan* Tablet contains 4.50 mg. dihydrohydroxy- 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 
inone terephthalate, 0.38 mg. homatropine terephthalate, 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 


Also available—for greater flexibility in dosage—PERCODAN®- 
Demi: The PERCODAN formula with one-half the amount of 
salts of dihydrohydroxycodeinone and homatropine. 


LITERATURE AVAILABLE ON REQUEST 
ENDO LABORATORIES 
Richmond Hill 18, New York 


*U.S. Patent Nos. 2,628,185 and 2,907,768 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


FY Rautrax-N' ££ 


with either Raudixin or Naturetin é K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrax-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautraz-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQUIBB 


Squibb Quality @i 
— the Priceless Ingredient 


For full information, 


Squibb Standardized Whole Root Rauwolfia Serpentina ( Raudixin) 
and Bendroflumethiazide (*Naturetin) with Potassium Chloride 


NATURETING® ARE SQUIBB TRADEMARKS 
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Brief and to the Point 


RECEIVES AWARD—Lynn A. Ferguson, M.D., Grand Rapids, 
recently received the third annual Aquinas College Award. The Rt. 
Rev. Msgr. Arthur F. Bukowski, Aquinas president, presented the 
bronze medallion at a special honors convocation at the school. It 
cited Dr. Ferguson’s “pioneering achievement in the field of proc- 
tology and . . . his inestimable contribution to the civic and social 


welfare of Grand Rapids.” 


x * . 


FETED BY COMMUNITY—Community leaders of Addison, in 
Southern Michigan, honored B. H. Growt, M.D., recently at a 
“Recognition Day.” Dr. Growt, who will soon be 70 years, has 
practiced 40 years at Addison. He was especially cited for sparking 
the drive for the first Addison hospital in 1922. 


* * * 


HONORED BY LIONS—Four Mt. Pleasant doctors were honored 
at a recent meeting of the Lions Club there. Recognized for donating 
time and services to examine needy children were George L. Brown, 
M.D., F. D. Schall, M.D., W. E. Hersee, M.D., and S. L. Chamichian, 
M.D. 


a 


LEADERS CHOSEN—The Michigan Society of Neurology and 
Psychiatry Michigan District Branch of the American Psychiatric 
Association has elected Eugene J. Alexander, M.D., Detroit, as presi- 
dent. Alvin B. Rosenbloom, M.D., Detroit, will serve as chairman 
of the public relations committee, and Walworth R. Slenger, M.D., 
Kalamazoo, as editor of the Society newsletter. 


* + * 


CHOSEN—The new Veterans Administration Research Advisory 
Committee includes Charles G. Child, II], M.D., Ann Arbor. The 
committee represents a consolidation of three former groups which 
advised the VA on medical research at the national level regarding 
radiobiology, radioisotopes and aging. 


ee ee 


OFFERS GRANTS—Grants will be made for a course of study 
leading to a graduate degree in public health by the Michigan Tuber- 
culosis Association, 403 Seymour Avenue, Lansing 14. The amount of 
the grant will be $3,500 plus $500 for each dependent as defined for 
income tax purposes, the total not to exceed $5,000. For further 
information and application forms write to the Michigan Tuberculosis 
Association. 
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titled sah ai ae aa” 


DORNWAL® HAS BEEN CALLED 


“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 
zation. And what's more, while Dornwal most 
assuredly tranquilizes, it won't interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist’’, Dornwal is amphenidone. 


No absolute contraindications to the use of Dornwal are known. 
There have been no reports or evidence of habituation, addic- 
tion or drug tolerance in animal or clinical studies. Dornwal is 
relatively free from untoward effects when administered at 
recommended dosages. 


Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9,N. J. 
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AIDS N. H. SCHOOL—A W. K. Kellogg Foundation 
grant of $500,000 will enable Dartmouth College, Hanover, 
New Hampshire, to add a teaching auditorium adjacent to 
the recently constructed main building for its School of the 
Basic Medical Sciences. The amphitheater-type auditorium, 
equipped with audio-visual teaching facilities, will have a 


seating capacity of 400. 
* * + 


CO-AUTHOR—George L. Waldbott, M.D., Detroit, is 
co-author of a book entitled “Tratado de Allergia,” an exten- 
sive monograph on the treatment of allergic diseases published 
in Barcelona, Spain, by Dr. F. Arasa, Edit. Cientifico Medica, 
1960. The chapters on Bronchial Asthma and Contact Der- 


matitis were assigned to Dr. Waldbott. 
* * * 


AMA INVITES PAPERS—The Council on Scientific 
Assembly invites physicians to submit titles and brief ab- 
stracts of scientific papers they wish to deliver at the 1962 
annual meeting of the American Medical Association, which 
will be held in Chicago, June 11-15. The deadline is 
October 15. 

The AMA meeting in 1962 will be held in Chicago’s new 
$35,000,000 exposition center on Lake Michigan, which has 


300,000 square feet of exhibit space alone. 
* * * 


SUPPORTS RESEARCH—tThe American Cancer So- 
ciety’s Southeastern Michigan Division made a $50,531 grant 
in support of a lung cancer research project headed by 
Arthur Vorwald, M.D., Detroit. The grant will support Dr. 

(Continued on Page 672) 





OVER 80 YEARS’ 
SPECIALIZED EXPERIENCE 
IN THE RESTORATIVE 
TREATMENT OF 


“THE PROBLEM 
DRINKER” 


At The Keeley Institute your patients 
are assured of receiving: 
e the most modern, coordinated, comprehensive, 
rehabilitative regimen 
@ in addition to medical, nutritional and physio- 
therapeutic treatment, we also offer psychiatric 
diagnosis and psychotherapy 
e full cooperation throughout with the referring 
physician 
e surprisingly low cost—to cover all medical 
care, medicines, laboratory work, room and 
excellent cuisine 
You can obtain more detailed information 
by writing us direct. 
WE WELCOME YOUR REFERRALS... 


THE KEELEY INSTITUTE 
DWIGHT, ILLINOIS 


Member American Hospital Association, Member Illinois Hos- 
pital Association. Licensed by the Department of Public Health, 
State of Illinois. 
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THESE 231,000 
PEOPLE IN 
MICHIGAN NEED 
MEDICAL HELP 


Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
Michigan there are at least 231,000 alcoholics. These 
people need medical help. No one is in a better posi- 
tion to initiate and supervise a program of rehabilita- 
tion than the physician who enjoys the confidence of 
the patient or the patient's family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT ANB 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, awakens the patient’s desire for solid 
food and helps to control withdrawal symptoms. The 
complications of chronic alcoholism, including hallu- 
cinations and delirium tremens, can often be alleviated 
with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chioro-2-methylamino 


* ROCHE phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 


[db jiéd} LABORATORIES Division of Hoffmann-La Roche Inc. 
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(Continued from page 670, 
Vorwald’s study of pulmonary cancer induced by compounds 
of beryllium and other test agents in experirnental animals. 
Dr. Vorwald is interested in the fate of beryllium once it 
enters the bronchi of the test animals and also what happens 
on the biochemical level after the compound penetrates the 


cells. Sey Ede 


AMA STAFF NEWS—James Reed, editor of The 
AMA News, has taken over the added position of director 
of Press Relations of the American Medical Association, suc- 
ceeding John L. Bach. Mr. Bach now is the assistant director 
of the Department of Scientific Assembly, a newly-created 
post. Kenneth David, formerly with United Press, and St. 
Louis, Topeka, Kan., and Portland, Ore., newspapers, has 
joined The AMA News staff as executive editor. 

* 7 * 

RETIRES AT WSU—Marijorie J. Darrach, director of 
the Medical Library Service at Wayne State University for 
37 years, retired April 1. Miss Darrach, 70, a native of 
Toronto, Ont., came to Detroit in 1918 as library assistant 
for the Detroit Public Library and she was appointed in 
1924 as chief of the medical science department. Her suc- 
cessor is Vern Pings, M.D. 

* * * 

ARTICLE ABSTRACTED—PHARMAQUICK, _ pub- 
lished by Ames Company, Inc., of Elkhart, Indiana, has 
abstracted the article “Phenylketonuria In Young Infants” 
by Richard Allen, M.D., George Lowrey, M.D., and James 
Wilson, M.D., of Ann Arbor, which originally appeared in 


the December 1960 number of the Journal of the Michigan 
State Medical Society. 


* * ” 


WORKSHOP PLANNED—A “Workshop on Re- 


habilitation of the Disabled Homemaker” will be held July 
2-8, at Michigan State University to give training to pro- 
fessional persons who have the responsibility of working with 


disabled homemakers or establishing or supervising programs 
that in some way involve the rehabilitation of the disabled 
homemaker. 

The workshop, financed by the Michigan Heart Associa- 
tion, is sponsored by the MSU College of Home Economics, 
with the co-operation of the Rehabilitation Institute of De- 
troit and the Rehabilitation Committee of the American Heart 


Association. * * «& 


RECEIVES PLAQUE—The Midland Community Cen- 
ter presented a plaque to E. O. Barstow, M.D., Center 
board director, for devoted service. The appreciation plaque, 
in part, stated that “His leadership and spirit have been an 
inspiration to the entire community.” Herbert H. Dow made 


the presentation. 
* * * 


U M CLASS OF 1965—The University of Michigan 
Medical School has selected 190 students to enter medical 
training in September as the Class of 1965. An additional 
22 students have been chosen as alternates to fill any vacan- 
cies created by drop-outs, and to bring the total entering 
class to 200. 
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MILTON DARLING LECTURESHIP—tThe third an- 
nual lecture was held on “Residents’ Day” at Wayne State 
University, March 22. Duncan E. Reid, M.D., Harvard Uni- 
versity, was the chief speaker. Other guest speakers in- 
cluded C. Paul Hodgkinson, M.D., Detroit, president of the 
American College of Obstetricians and Gynecologists; and 
Harold C. Mack, M.D., also of Detroit. 


* * * 


WAYNE SYMPOSIUM—A two-day continuing edu- 


cation symposium on Rheumatology and Metabolism spon- 


sored by Wayne State University College of Medicine was 
held recently. Speakers were Drs. Richard J. Bing, M. K 
Keech, Newton Rottenberg, J. J. Lightbody, Herbert Rosen- 
baum, Alfred Klein, Joseph Hess, Joseph Shaeffer, Carl Sultz- 
man, Charles R. Harmison, Robert B. Leach, Fred Whitehouse, 
Herschel Sandberg, Robert Thompson, Ivan J. Mader, Yoshi- 
kazu Morita and Richmond Smith 


* * * 


FELLOWSHIPS WINNER—Bruce A. Kyburz, of 
Lansing, a junior at Wayne State University College of 
Medicine, has been awarded a $1,503 grant to spend 12 
weeks at Christ Hospital, Kapit, Sarawak, Borneo. Bruce 
was one of 30 medical students who received foreign fellow- 
ship grants from Smith, Kline and French Laboratories, Phila- 
delphia. 

* * * 
COURSES OFFERED—tThe University of Illinois Col- 


lege of Medicine Department of Otolaryngology will offer an 


intensive postgraduate basic and clinical program, September 

23-30, and also a postgraduate course in Laryngology and 

Bronchoesophagology from October 23 through November 4. 
* * . 

REMOTELY CONTROLLED CATHETER—A re- 
motely controlled catheter that can be directed into the 
human heart’s cavities and passageways was developed by 
GM Research Special Problems department in conjunction 
with Richard J. Bing, M.D., Detroit. The catheter already 
has been used on humans and Dr. Bing has indicated it 
may become an important diagnostic instrument in heart 
disease. Although precision built, indications are it can be 
manufactured at reasonable cost for routine use in heart 
studies and diagnosis. 

* * > 

HONORED—George D. Zuidema, M.D., Ann Arbor, 
is one of 25 young medical scientists to be appointed Markle 
Scholars in Medical Science by the John and Mary R. 
Markle Foundation of New York. The Markle program seeks 
to help relieve the faculty shortage in medical schools by 
giving young teachers financial assistance. Each school re- 
ceives $30,000, at the rate of $6,000 a year for the next 
five years, toward support of the scholar and his research 

* * x 

COLORED FILMS AVAILABLE—A series of 16-mm 
color and sound motion pictures about various aspects of 
physical diagnosis is available for rental or purchase from 
Wayne State University College of Medicine. The project 
was sponsored by CIBA Pharmaceutical Products, Inc., Sum- 
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DORNWALY IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn't get sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist,’’ Dornwal is amphenidone. 


No absolute contraindications to the use of Dornwal are known. 
There have been no reports or evidence of habituation, addic- 
tion or drug tolerance in animal or clinical studies. Dornwal is 
relatively free from untoward effects when administered at 
recommended dosages. 


Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 
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mit, N. J., but none of the company’s products are mentioned 

The February 4, 1961 issue of the Journal of the American 
Medical Association reviewed the films in an editorial and 
pointed out the “extremely useful function” of the series. 
It also complimented CIBA’s “record of promotion of medical 
education programs.” 

All requests for showing or purchase should be directed to 
the Audio-Visual Utilization Center, Wayne State Univer- 
sity, Detroit 2. 

* * * 

FILM OFFERED—A_ new tuberculin testing _ tilm, 
“Rancher Glen’s Secrets,’ is now available to Michigan 
schools through the Michigan Tuberculosis Association and 
its local affiliates. This ten-minute color film features Ran- 
cher Glen, MTA’s singing cowboy, and can be used to ex- 
plain tuberculin testing to children in the elementary grades. 
The movie was produced co-operatively by Wayne State 
University, the Wayne County Tuberculosis and Health So- 
ciety, and the Michigan Tuberculosis Association. The 
film is free of charge, as a Christmas Seal service. Mail re- 
quests to: Michigan Tuberculosis Association, 403 Seymour 
Avenue, Lansing 14. 

” + * 
MEDICAL MEETINGS, USA 

Western Conference on Anesthesiology, Biennial, May 16- 
18, 1961, Sheraton Hotel, Portland, Oregon. 

American College of Cardiology, Inc., May 16-20, 1961, 
Biltmore Hotel, New York, N. Y. Philip Reichert, M.D., 350 
Fifth Ave., Empire State Bldg, New York 1, Executive Di- 
rector. 


(Continued on Page 676) 





Laboratory Examinations 
(issue Diagnosis 


Allergy Tests 
Autopsies 


Hematology 
Papanicolaou Stain 
Bacteriology 
Basal Metabolism 
Chemistry 


Electrocardiograms __ Urinalysis 


Pregnancy Tests 


Protein Bound lodine 


Serology—Kahn and Wassermann 


CENTRAL LABORATORY 


Oliver W. Lohr, M.D., Director 
537 Millard Street 
Saginaw, Michigan 

PHONE: Pleasant 2-4100 
2-4109 
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OM litoauhec (Slctlisitens Anddin 
1220 DEWEY AVENUE WAUWATOSA. 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
| TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 


For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884...BOOKLET ON REQUEST 
Fully Accredited 





PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


with proficient defense 










Corr ws 
Wome Veue, Sop. 


Professional Protection Exclusively since 1899 





DETROIT OFFICE 







George A. Triplett, Richard K. Wind and George J. Haworth, Representatives 


2405 West McNichols Road Telephone UNiversity 2-8064 
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How to restore 
your patient's 


allergic balance 





the ‘‘classic’”’ way 
... use specific 


desensitization for 


LASTING 
IMMUNITY 


For General Medicine, 
Internal Medicine, 

Eye, Ear, Nose, Throat, 
Pediatrics and Dermatology 


ALLERGIC BALANCE is determined by 
skin testing. Diagnostic Sets $2 and up. 
Skin test your patients quickly and 
safely in your own office. 


LASTING IMMUNITY is achieved by 
desensitization, economically, with 
IMMUNOREX, the ‘'classic’’ treatment 
(contains only the specific irritants to 
which your patient reacts). 


Send TODAY for a complete 
BR A R catalogue and, if you wish, a 
Physician's Handbook and 
Manual for Nurse Assistant; 


to Barry's Allergy Division. 
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since 1928 
Barry Laboratories, Inc. © Detroit 14, Michigan 
Manufacturers of Biologicals and Pharmaceuticals 
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American Association of Plastic Surgeons, May 17-19, 1961, 
Commodore Hotel, New York City. Thomas D. Cronin, M.D., 
6615 Travis St., Houston 25, Texas, Executive Secretary. 

American Association for the History of Medicine, May 
18-20, 1961, Shoreland Hotel, Chicago. John B. Blake, c/o 
Smithsonian Institution, Washington 25, D. C., Secretary- 
Treasurer. 

American Laryngological Association, May 21-22, 1961, 
Lake Placid Club, Lake Placid, N. Y. Lyman G. Richards, 
M.D., 12 Clovelly Rd., Wellesley 81, Mass., Executive Sec- 
retary. 

American Thoracic Society, May 22-25, 1961, Netherland- 
Hilton, Cincinnati. Frank W. Webster, 1790 Broadway, New 
York 19, Executive Secretary. 

Minnesota State Medical Association, 108th Annual, May 
22-24, 1961, St. Paul Municipal Auditorium. 496 Lowry 
Medical Arts Bldg., St. Paul. 

American Orthopaedic Association, May 22-25, 1961, The 
Ahwahnee, Yosemite, Calif. Lee Ramsey Straub, M.D., 535 
E. 70th St., New York 21, Secretary. 

American Urological Association, May 22-25, 1961, Bilt- 
more Hotel, Los Angeles, William P. Didusch, 1120 N. 
Charles St., Baltimore 1, Executive Secretary. 

National Tuberculosis Association, May 22-25, 1961, 
Netherland-Hilton, Cincinnati, James G. Stone, 1790 Broad- 
way, New York 19, Executive Secretary. 


Continued on Page 678) 





SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds. scientifically prepared tasty 


meals, g ] pani hip. A real 





"Home away from Home” 


Approved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge 


For turther intormation write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 
Romeo, Michigan 
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“,.-emphatic DIETARY REFORM with 
LITTLE C.N.S. stimulation...“ 


CYDRIL 


“Brand of 


TWO conmnnet DOSAGE FORMS... 
Each CYDRIL TABLET contains: 


[-isomer) 1 phenyl-2 aminopropane succinate 


(J-isomer) 1-phenyl-2 aminopropane succinate 7 mg. 
Each CYDRIL GRANUCAP? contains: 
(J-isomer) 1-phenyl-2 aminopropane succinate 21 mg. 


(Releasing the drug over a 6-10 hour period.) 
TABLETS — Bottles of 100, 500, 1000 
GRANUCAPS! — Bottles of 100, 1000 
R t clinical ples and literature on your letterhead 
GRANUCAPS T.M. Reg. U. S. Pat. Off 


AVAILABLE: 





UTAG &€ COMPANY 
DETROIT 34, MICHIGAN 








ADAMS ie 
THROMBITRON 


Pat. No. 2,932,718 


assures 
reproducible 
results using 


standard technics 





In prothrombin time determinations highly accu- 
rate, reproducible results are essential; with the 


can be 


performed with the technologist seated at 
the lab table—no wasted time or motion 


The 





new Adams Thrombitron they are certain. 
sensitive mercury thermostat ensures constant, dry 
37°C (+0.5°) temperature of plasma, thromboplas- 
tin and prothrombin pipettes. The Thrombitron 
eliminates the need for water bath. 


With the Thrombitron, all the required test com- 
ponents are within finger tip reach. The entire test 


Unit is designed for either accepted standard meth- 
od— "tilt or “loop.” A constant light source and 
magnifying viewer assure accurate observation 
The Adams Thrombitron has no moving part or 
complex electrical circuits—no maintenance prob- 


lems 
Price $225.00 


NOBLE-BLACKMER, INC. 


801 S. Brown St., 


Jackson, Michigan 
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simultaneous application of 


CONTINUOUS 
OR PULSED 
ULTRASOUND Joi 


’» UT- 400 


"and MS-300 
ELECTRICAL COMBINATION 


STIMULATION 


Simultaneous 
use of the Burdick 
UT-400 Ultrasound unit 
and the new MS-300 Muscle 
Stimulator offers a new dimension in 
ultrasonic therapy —combining the 
massage action of electrical stimula- 
tion with the established physiological 
effects of ultrasound. 
For complete information call your 
Burdick representative or write us, 
The MS-300 Stimulator has been approved by 
the F.C.C. for use in conjunction with the UT-400 
Ultrasound unit. 





THE G. A. INGRAM COMPANY 


4444 Woodward Avenue 
Detroit 1, Michigan 
Telephone TEmple 1-6880 
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American Laryngological, Rhinological and Otological So- 
ciety, Inc., May 23-25, 1961, Lake Placid Club, Lake Placid, 
Essex Co., N. Y. C. Stewart Nash, M.D., 708 Medical Arts 
Bldg., Rochester 7, N. Y., Secretary. 

American Gastroscopic Society, May 24, 1961, Drake Hotel, 
Chicago. Arthur M. Olsen, M.D., Mayo Clinic, Rochester, 
Minn., Secretary. 

American Gastroenterological Association, May 25-27, 1961, 
Drake Hotel, Chicago. Wade Volwiler, M.D., Dept. of Med., 
Univ. of Washington, Seattle 5, Secretary. 

American Otological Society, Inc., May 26-27, 1961, Lake 
Placid Club, Essex County, N. Y. James A. Moore, M_D., 
525 E. 68th St., New York 21, Secretary-Treasurer. 

Trudeau School of Tuberculosis and Other Pulmonary 
Diseases, Forty-sixth Session, June 5-23, 1961, Saranac Lake, 
N. Y. For information write to the Secretary, Trudeau School 
of Tuberculosis and Other Pulmonary Diseases, Box 670, 
Saranac Lake, N. Y. 

American Electroencephalographic Society, June 8-11, 1961, 
Hotel Claridge, Atlantic City, N. J. George A. Ulett, M.D., 
Malcolm Bliss Mental Health Center, 1420 Grattan, St. Louis 
4, Executive Secretary. 

American Neurological Association, June 12-14, 1961, Hotel 
Claridge, Atlantic City. Melvin D. Yahr, M.D., Neurological 
Institute, 710 W. 168th St., New York 32, Executive Secre- 
tary. 

Society of Nuclear Medicine, June 14-17, 1961, Penn Shera- 
ton Hotel, Pittsburgh. Samuel N. Turiel, 430 N. Michigan 
Ave., Chicago 11, Executive Administrator 

American Dermatological Association, June 16-20, 1961, 
Castle Harbour Hotel, Tucker's Town, Bermuda. Wiley M. 
Sams, M.D., 25 S.E. Second Ave., Miami 32, Fla., Secretary. 

American Proctologic Society, June 21-24, 1961, Pittsburgh 
Hilton Hotel, Pittsburgh. Norman D. Nigro, M.D., 10 Peter- 
boro St., Detroit, Secretary. 

American Geriatrics Society, June 22-23, 1961, New York 
City. Richard J. Kraemer, M.D., 2907 Post Rd., Greenwood, 
Warwich, R. 1. 

American Rheumatism Association, June 22-23, 1961, Hotel 
Roosevelt, New York City. Gerald W. Speyer, 10 Columbus 
Circle, New York 19, Executive Secretary. 

Endocrine Society, June 22-24, 1961, Hotel Biltmore, New 
York, N. Y. Henry H. Turner, M.D., 1200 North Walker, 
Oklahoma City 3, Secretary. 

American Therapeutic Society, June 22-25, 1961, Essex 
House, New York City. Oscar B. Hunter, Jr., M.D., 915-19th 
St., N.W., Washington 6, D. C., Secretary. 

American College of Chest Physicians, June 22-26, 1961, 
Hotel Commodore, New York City. Murray Kornfeld, 112 
E, Chestnut St., Chicago, Executive Director. 

American College of Angiology, June 23-25, 1961, Savoy- 
Hilton Hotel, New York City. Alfred Halpern, Ph.D., 11 
Hampton Court, Great Neck, N. Y., Secretary. 

American Academy of Tuberculosis Physicians, June 24, 
1961, Henry Hudson Hotel, New York City. George P. 
Bailey, M.D., P.O. Box 7011, Denver 6, Colorado, Secretary. 

American Diabetes Association, Inc., June 24-25, 1961, 
Commodore Hotel, New York City. J. Richard Connelly, 1 
E. 45th St., New York 17, Executive Director. 


Continued on Page 680, 
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BRIGHTON HOSPITAL 


A non-profit foundation 
FOR ALCOHOLISM 


A facility designed to rehabilitate or to aid the addict in arresting his addiction. 
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Brighton Hospital meets the standards 12851 East Grand River 

established by the Michigan State One block south of U. S. 16 at Kensington Road 
Board of Alcoholism and is recom- Brighton, Michigan 

mended by that Board. ACademy 7-1211 








Bordens 
ready diet. 


to assist you and your patients 
during weight control programs 


call or write for descriptive folder 


‘ Available delivered to your door 
3 hordes or at the store. 
Call WA. 1-9000 


MICHIGAN REGION 
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CAMBRIDGE 


Cardiac Diagnostic Instruments 
ASSURE THE DOCTOR OF 


Universally Accepted Records, Fundamental Accuracy, 
Lifetime Dependability, Minimium Maintenance Expense. 
'VERSA-SCRIBE" The Versatile 
Electrocardiograph 
A completely new portable instrument 
with performance and versatility un- 
surpassed by any other direct-writing 
electrocardiograph. Size 5%” x 10%” 
x 17”, weight 20 lbs. 


Multi-Channel Recorders 

For physiological research, cardiac ca- 

theterization and routine electrocardio- 

graphy. When used with pertinent trans- 

ducers, these new Recorders provide 

simultaneous indication and recording of 

EKGs EEGs, stethograms and other 

physiological phenomena. Available in 

Photographic Recording and Direct Writ- 

ing Models. 

Dye-Dilution Curve Recorder 

Records changes of concentration of 
a dye injec ted at selected sites in the 
venous circulation. Determines cardi- 
ac output; detects and locates cardiac 
shunts. 


Operating Room Cardioscope 


Provides continuous observation of the 

Electrocardiogram and heart-rate dur- 

ing surgery. Warns of approaching 

cardiac standstill. Explosion-proof. This 

cardioscope is a “must” for the modern 

Operating Room. 

"Simpli-Scribe"’ Direct Writer 
Electrocardiograph 

Provides the Cardiologist, Clinic or 
Hospital with a portable direct-writ- 
ing Electrocardiograph of utmost use- 
fulness and accuracy. Size 103%” 
1034” x 11”: weight 28 pounds, com- 
plete with all accessories. 


Audio-Visual Heart Sound Recorder 
Enables simultaneous hearing, seeing 
and recording heart sounds. Record- 
ing may be made on magnetic discs 
for play-back and viewing at any time. 


Pulmonary Function Tester 

A completely integrated, easy-to-use 
instrument for the determination of 
such functions as Functional Residual 
Capacity, Tidal Volume, Vital Capa- 
city, Total Lung Capacity, Total 
Breathing Capacity, Basal Metabolic 
Rate, etc. 

CAMBRIDGE ALSO MAKES EDUCATIONAL 
CARDIOSCOPES, PLETHYSMOGRAPHS, 
ELECTROKYMOGRAPHS, RESEARCH pH 
METERS, HUXLEY ULTRA MICROTOMES, 
POCKET DOSIMETERS AND LINDEMANN: 
RYERSON ELECTROMETERS. 


SEND FOR DESCRIPTIVE LITERATURE 


CAMBRIDGE INSTRUMENT CO., Inc. 
Detroit 37, Mich., 13730 W. Eight Mile Rd. 
Telephone TU 7-4990 
Oak Park, Ill., 6605 West North Avenue 
Cleveland 2, Ohio, 8419 Lake Avenue 
New York 17, N. Y., Graybar Bidg., 420 Lex. Ave. 
Jenkintown, Pa., 479 Old York Road 
Silver Spring, Md., 933 Gist Avenue 
Pioneer Manufacturers of the Electrocardiograph 
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NEWS BRIEFS 


(Continued from Page 678) 


Association for Colon Surgery, June 25, 1961, Barbizon- 
Plaza Hotel, New York, N. Y. Robert Turell, M.D., 25 East 
83rd St., New York 28, Secretary-Treasurer. 


Society for Vascular Surgery, June 25, 1961, Biltmore Hotel, 
New York City. George H. Yeager, M.D., 314 Medical Arts 
Bldg., Baltimore 1, Secretary. 


American Medical Association, Annual Meeting, June 25-30, 
1961, New York City. F. J. L. Blasingame, M.D., 535 N. 
Dearborn, Chicago 10, Executive Vice-President. 


American Physicians Art Association, June 26-30, 1961, 
New York City. Alfred A. Richman, M.D., 307 Second Ave., 
New York 3, Executive Secretary. 


Society for Investigative Dermatology, June 27-29, 1961, 
Barbizon-Plaza Hotel, New York City. Herman Beerman, 
M.D., 255 S. 17th St., Philadelphia 3, Secretary-Treasurer. 


American Society of Facial Plastic Surgery, June 28, 1961, 
Hotel Elysee, New York. Samuel M. Bloom, M.D., 123 E. 
83rd St., New York 28, Secretary. 


American Physical Therapy Association, July 2-7, 1961, 
Palmer House, Chicago. Lucy Blair, 1790 Broadway, New 
York 19, Executive Director. 


Protection against loss of income from 
accident and sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL 


COME FROe 


PHYSICIANS CASUALTY & HEALTH 


ASSOCIATIONS 
OMAHA 31, NEBRASKA 


Since 1902 


Hendsome Professional Appointment Book sent to you FREE 
upon request. 
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The new WELCH ALLYN instrument 


case that offers you far greater 


The Sandura Case is molded in reinforced 
material to stand great shock or abrasion, 
with tarnish-proof soft rubber lining which 
ILLUSTRATED— protects instruments from shock. The en- 


Welch Allyn Oto- tire case can be washed or sterilized with 
scope-Ophthalmoscope 
Set No. 983, complete with alcohol. 
Sandura Case. 


THE MEDICAL SUPPLY CORPORATION 


OF DETROIT 
3632 Woodward Avenue TEmple 1-4588 TEmple 1-4589 Detroit 1, Michigan 











oca-Cola, too, has its place 
inawellbalanced diet. As a 
pure, wholesome drink, it 
provides a bit of quick energy.. 


brings you back refreshed after 
work or play. It contributes to 


good health by providing a 
pleasurable moment’s pause 
from the pace of a busy day. 
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The most significant 
advance in analgesics 
since the isolation of 


morphine in 18O5 


Remarkable effectiveness 


and greater freedom 

from side reactions 

in the widest range 
of clinical applications 


FOR PAIN 


NUMORPHAN’ 


BRAND OF OXYMORPHONE, ENDO 


clinically tested for 5 yeers/evalu- 
ated in 120 U.S. hospitals/over a 
Sater quarter of a million doses given/ 
PAIN RELIEF, more than 25,000 patients treated 


SUPPLIED: 


Vials: 10 cc., singly and in boxes of three. 
Ampuls: | cc. and 2 cc., in boxes of 12 and 100. 
(Each ce. of NUMORPHAN* contains 1.5 mg. 
oxymorphone as the hydrochloride.) 


Suppositories: 2 mg. and 5 mg., in boxes of 6. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 


°U. S. Pat. 2,806,033 
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Wichiqan stuthonrs 


Joseph W. Hess, M.D., Detroit, “Lead Encephalopathy 
Simulating Subdural Hematoma in an Adult,” The New 
England Journal of Medicine, February 23, 1961. 


Paul U. Fechner, M.D., and Ina Fechner, M.D., 
Ann Arbor and Eloise, “Influence of Pyrogen on Healing of 
Corneal Ulcers,” Archives of Ophthalmology, March, 1961. 


John A. Meyer, M.D., David A. Blumenstock, 
M.D., and Frederick B. Berry, M.D., Ann Arbor, “Pro- 
cainamide Hydrochloride in Ventricular Defibrillation,” Ar- 
chives of Surgery, March, 1961. 


Frederick H. Epstein, M.D., Ann Arbor; Joseph T. 
Doyle, M.D., Albany, N.Y; Albert A. Pollack, M.D., 
New York City; Herbert Pollack, M.D., George P. 
Robb, M.D., and Ernst Simonson, M.D., Minneapolis, 
“Observer Interpretation of Electrocardiograms,” Journal, 
American Medical Association, March 11, 1961. 


Hermann Pinkus, M.D., Detroit, “Postinflammatory 
Hair Darkening,” Archives of Dermatology, August, 1960. 


Renato G. Staricco, M.D., Detroit, “The Melanocytes 
and the Hair Follicle,” Journal of Investigative Dermatology, 
September, 1960. 


Hermann Pinkus, M.D., Detroit, ‘“Four-Dimensional 
Histopathology,” Archives of Dermatology, November, 1960. 


Hermann Pinkus, M.D., and Rosie Hunter, Detroit, 
“Simplified Acid Orcein and Giemsa Technique for Routine 
Staining of Skin Sections,” Archives of Dermatology, Novem- 
ber, 1960. 


Amir H. Mehregan, M.D., and Hermann Pinkus, 
M.D., Detroit, “Necrobiosis Lipoidica with Sarcoid Reac- 
tion,” Archives of Dermatology, January, 1961. 


Herschel S. Zackheim, M.D., Royal Oak, and Her- 
mann Pinkus, M.D., Detroit, “Perifollicular Fibromas,” 
Archives of Dermatology, December, 1960. 


Thomas W. Kavanagh, M.D., and Richard C. Par- 
sons, M.D., Battle Creek, “An Unusually Large Mixed 
Tumor of the Parotid,’ The Laryngoscope, January, 1961. 


E. A. Shaptini, M.D., Ann Arbor, “Byssinosis—A Re- 
view,” Industrial Medicine and Surgery, March, 1961. 


Frederick C. Swartz, M.D., Lansing, “What is 
Aging?,” Industrial Medicine and Surgery, March, 1961. 


Herbert Rosenbaum, M.D., and William S. Re- 
veno, M.D., “Subacute Thyroiditis—Difficulties in Diagnosis 
and Treatment,” Harper Hospital Bulletin, January-February, 
1961. 


G. Nigogosyan, M.D. and John R. McDonald, 
M.D., Detroit, “Occurrence and Significance of Tumor Cells 


in the Blood,” Harper Hospital Bulletin, January-February, 
1961. 
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IN MEMORIAM 


FRANK O'BRIEN CONNOLLY, M.D., fifty-nine, 
Pleasant Ridge physician, died February 26, 1961. 

Detroit 
He was graduated from the Uni- 


Born in Austria, Doctor Connolly came to the 
area forty-five years ago. 
versity of Detroit, and Wayne State University College of 
Medicine. He served his internship at Providence Hospital, 
Detroit, and was on the staff of Mt. 


pital, Detroit. 


Carmel Mercy Hos- 
Doctor Connolly was a fellow of the American College 
of Surgeons, and an active member of the Michigan State 
Medical Society. 

RICHARD M. McKEAN, M.D., sixty-five, Detroit 
physician for forty years, died March 20, 1961. 

A nationally known specialist in internal medicine, he was 
a 1919 graduate of the University of Michigan medical 

+ school. He served in World War II 
as a colonel with the 36th General 
Hospital in the Mediterranean and 
European theaters and was awarded 
the Legion of Merit. 

He was a professor at Wayne State 
University College of Medicine. Pro- 
included the 
American College of Physicians and 
the Royal Society of Medicine, and 
he was past president of both the 
Detroit Academy of Medicine and 
the Detroit Medical Club. For years, 
he served as a member of the progressive Postgraduate Medi- 
cal Education Committee of MSMS 

Doctor McKean was a member of the Detroit Club, Uni- 


fessional affiliations 





R. M. McKBAN 


versity Club and was a past member of the board of gover- 
U. of M. Club. He was a director of the Detroit 
Citizens League. 


nors of the 


HAZEL RUTH PRENTICE, M.D., sixty-two, Kala- 
mazoo pathologist since 1929, died March 18, 1961. 

Doctor Prentice served as pathologist and director of the 
laboratory at Bronson Hospital for nearly thirty years, until 
her retirement in 1958. She came to Kalamazoo in 1929, 
after receiving her medical degree at the University of Michi- 
gan and interning in Philadelphia. 

Born in Worcester, Massachusetts, she 
Smith College in 1919. 


She was a past president of the 


graduated from 


Michigan Pathological 
Society, past president of the Kalamazoo Women’s Business 
and Professional Women’s Club, and a member of Phi Beta 
Kappa. 


DELMA F. THOMAS, M.D., seventy-two, Detroit 
physician for nearly forty years, died March 20, 1961. 

Doctor Thomas came to Detroit in 1913, three years after 
graduating from the University of Denver. She graduated 
from Wayne State University College of Medicine in 1922. 

Doctor Thomas was a life member of the Michigan State 
Medical Society, Professional Women’s 
Club, and long acted as house doctor for coeds at the Uni- 
versity of Detroit. 


a member of the 
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He’s getting FLUORINE in his fundamental 
vitamin drops...... Funda-Vite (F) 


Andy's pediatrician has_supplemented Andy's daily diet, since birth, with 
0.6 ml. of FUNDA-VITE(F). Thereby. Andy has the advantage over many 
babies in that he is receiving good nutritional support plus being safeguarded 


against future dental caries as we 


Extensive evidence exists that fooride supplementation should be started at 
birth. . . during the formative calcifications of teet .and continued until age 
10 for maximum dental benefits.'? Inasmuch as dentists seldom see infants 
and young children, preventive methods in dental health should be included in 


iatric care.” 


Daily supplementation of 400 U.S.P. units of vitamin D and 30 mg. of vitamin 
or normal healthy infants and children has been widely en eceed. +6 In 

combination with 0.5 mg. fluorine — a controlled vitamin-Auorine dosage is pos- 
sible with a minimal effort on the part of the mother . . affording the utmost 
in convenience and economy. 
‘al 

Each 0.6 mi. of FUNDA-VITEIF) contains 400 U.S.P C vem 

units vitamin D, 30 mg. vitamin C and 0.5 mg 

fluorine (as sodium fluoride) AVAILABLE. ON YOUR 

PRESCRIPTION ONLY in 30 mi. and 50 mi. bottles 

with calibrated dropper 


NEW! for children age 3 and ever — FUNDA-VITEF) 
LOZI-TABS™. Each tablet contains 400 U.S.P. — 
aon 30 mg. vitamin C and 1 mg. fluorine 

wm fluoride). AVAILABLE ON YOUR reesei 
ion “ONLY in bottles of 100 LOZI-TABS. 


400 U.S.P. units vitamin D and 30 mg. of vitamin C per 0.6 mi. (witheut fluorine) 
is available as FUNDA-VITE® in 30 mi. botties with calibrated dropper 
REFERENCES: 1.) Councli on Dental Prescribing of Dietary Fluorides. 1 Am. Dental Assoc. 56-589 
(April) 19586. 2.) Trieger, NW. Fluoride Administration: Role of the oe Delivered at New England aoe 9 Society 
Meeting, Boston, March 16. 1960. 3.) Council on Foods and Nutrition: Vitamin Preparations as Dietary Supplements and ag There 
Beutic Agents. JAMA. 169:110 (an. 3) 1959. 4.) May, C. 0. Editorisl. Pediatrics 23.633 — Ay. 5.) Sebretl, #., W. He 
Vitamins in Medical Practice. Seminar Report 3:2. (Fail) 1958. 6.) Smith, 0. W., Blizzard, & and Harrison, H. E.: idiopathic 
Hypercaic Pediatrics 24:268 (August) 1959) 





SAMPLES AND LITERATURE—write Medical Department 
HOYT PHARMACEUTICAL CORP., Newton, Mass. 
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Detroit WO 1-6259 
Grand Rapids GL 6-178! 
Saginaw SW 2-766! 


TESTED = Rx — APPROVED 


Professional Management 


THE NEW PM WRITING BOARD 


Battle Creek WO 5.052! WRITING Provides an up-to-date statement 
ONLY Permits photo-type statements 


By 


Produces a receipt 
Posts the patient's account 


Makes the day book record 
Minimizes bookkeeping 











Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty 











PHYSICIAN WANTED, as an associate in a well-established, 
large practice in southern Michigan. Prefer man with 
surgical experience interested in a partnership. Well- 
appointed offices in hospital with X-Ray and Laboratory 
facilities. Consider this a golden opportunity for the 
right man. Preference will be given to personal contacts 
May also consider Locum Tenens for part of July and 
August. Reply Box 2, 120 W. Saginaw Street, East Lansing, 
Michigan. 


OUTSTANDING GUARD DOG PUPPIES: Make wonder- 
ful affectionate household pets. Pure bred Bullmastiffs, 120 
pounds, obedience train well. Excellent protection for the 
home and of special value for households where the hus- 
band may be gone a great deal in the evenings. Contact 
Whitney Sawyer, 161 S. Highland Avenue, Mt. Clemens, 
Michigan 


FOR RENT: Five-room medical suite. Associate with estab- 
lished dentist. X-ray facilities available. Located in High- 
land Park between Puritan and Six Mile Road, 16350 
Hamilton. Phone: SUperior 8-2010. E. R. Lorence, D.D.S 





Plainwell 


e e 
Sanitarium 
PLAINWELL, MICHIGAN 
Member American Hospital Association 


EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 


Professional care for the nervous 
and mentally ill. 


Telephone MUrray 5-8441 


WANTED: By M.D., beginning practice, used office equip- 
ment, large x-ray especially. Reply Box 4, 120 W. Saginaw 
Street, East Lansing, Michigan. 


ELK LAKE HOME: Built by and for a Doctor, 2 miles 
from the Village of Elk Rapids, on a beautiful landscaped 
lot of 14 acres, 325 feet of choice lake frontage. Main 
house has 8 rooms, 2 fireplaces, 2 baths, 17 storage 
cabinets and closets. Automatic oil heat. Guest house- 
2 garages, boat house and large dog kennel. All fur- 
nished. Widow’s asking price, $55,000. Terms. Shown 
by appointment by Wm. H. Paul, Broker, Lansing, or 
Betty Stewart, Agent, Rapid City, Michigan. Other area 
properties available. 


WANTED: Industrial Physician for a large industrial manu- 
facturer in the Detroit area to work in a modern, well- 
equipped medical facility with a progressive occupational 
health program. Liberal starting salary commensurate with 
education and experience. Promotional opportunities, liberal 
fringe benefits and excellent working conditions. Previous 
industrial experience not required. Reply with complete 
background summary to Box 5, 120 W. Saginaw Street, 
East Lansing, Michigan. 


YOUNG PHYSICIAN desires employment in Michigan prior 
to commencing residency. Available from July 21 to Sep- 
tember 21. Recent University of Michigan Graduate. 
Contact G. L. Moore, M.D., Maine Medical Center, 
Portland, Maine 


Restful Six-acre Estate Overlooking the Kalamazoo River 
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For Men, Women 
and Children 
501 Mutual Bidg. 
28 W. Adams 











HACKS FOOT NOTES 


Shoe Information for the Profession and 
PUBLISHED BY THE HACK SHOE CO. 





Children’s Branches 
19360 Liverneis 








16633 E. Warren 








SHOE FITTER -HONORABLE VOCATION 


Although not requiring the formal curriculum of a profession, Shoe Fitting is dis- 
tinguished from ordinary shoe clerking (or sales). 

Intelligent observation, experience, study, interest and integrity—plus dedication— 
are necessary in the individual. The shoe store must support this with ample sizes and 
types of shoes to give fullest expression to the desire of the fitter to do this job 


properly. 
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A private facility for the education and 
treatment of boys with adjustment and 
learning problems. 





CHILDREN’S READJUSTMENT CENTER 


1700 Broadway, Ann Arbor, Michigan 


ARNOLD H. KAMBLY, M.D. 
Director 
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Vertigo is reversible 


a - 
Antivert he 3 


ee © Basel 
Za & & 2 Gee z 


moderate to complete relief of 
symptoms in 9 out of 10 patients’ 


Prescribe one ANTivERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere's syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTiVERT is contraindicated in severe hypotension 
and hemorrhage. 


Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 

And for your aging patients— 

NEOBON?’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: = 
FE 
; é a P & 
New York 17, N. Y. yrivar 
Division, Chas. Pfizer & Co., Inc. A aww i i syru p 
Science for the World's Well-Being® 


Each teaspoonful (5 cc.) contains 6.25 mg. 
meclizine HCI and 25 mg. nicotinic acid. 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 
“benign” 
glycosuria... 
danger sign 


“Benign” glycosuria can be the first sign of impending dia- 
betes when observed in predisposed persons during the “silent” 
period preceding frank diabetes. In one series of 1,140 dia- 
betics, 96 had been informed of “benign” glycosuria prior 
to development of diabetes.* 

If these patients had periodically tested their urine after 
the first finding of glycosuria, many of them might have de- 

tected recurrence of glycosuria—thus permitting earlier 
diagnosis of diabetes by the physician and possible 
avoidance of degenerative complications. Slight 
glycosuria, even when only occasional, 
should always arouse suspicion of 
latent diabetes. 
*Pomeranze, J.: J. New York 
M. Coll, 7:32, 1959. 


Periodic urine-sugar test- 
ing at home is an integral part of 
the follow-up of “benign” glycosuria. Its 
practicality is increased when the patient charts 
his findings on the CLinirest® Graphic Analysis 
Record. This chart frees the physician from dependence 
on the patient’s memory and enables him to follow at a 
glance the trend and degree of any glycosuria. 
for follow-up of ‘‘benign’’ 


glycosuria and 
earliest detection and control of Diabetes 


color-calibrated 


CLINITEST’ 


Reagent Tablets 


Standardized urine-sugar test for reliable quantitative estima- 


tions - familiar blue-to-orange spectrum—easily interpreted 
results « “plus’’ system covers entire critical range 


includ- 
ing %% (++) and 1% (4 +) « patient cooperation 
encouraged by use of Graphic Analysis Record 
—supplied with CLINiTEsT Set and each 
tablet refill package. 


01461 











new...unique 
prolonged 
antipruritic action 
in a pleasant-tasting 
chewable tablet 


taearyl 


chewable tablets 


METHDILAZINE, MEAD JOHNSON 
prolonged antipruritic / antiallergic action... 


not dependent on delayed intestinal release 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 

They can also benefit by the effectiveness of Tacaryl Hydrochloride in controlling symptoms 
in a wide variety of allergic conditions,?* including hay fever and perennial rhinitis. 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be desirable for some patients. 
contraindications: There are no known contraindications. 

side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, headache, and dryness of mucous 
membranes have been reported infrequently. 

cautions: If drowsiness occurs after administration of Tacary] Chewable Tablets or Tacaryl Hydrochloride, the patient should 
not drive a motor vehicle or operate dangerous machinery. Since Tacaryl Chewable Tablets or Tacaryl Hydrochloride 

may display potentiating properties, it should be used with caution for patients receiving alcohol, analgesics or sedatives 
(particularly barbiturates). Because of reports that phenothiazine derivatives occasionally cause side reactions such as 
agranulocytosis, jaundice and orthostatic hypotension, the physician should be alert to their possible occurrence... though no 
such reactions have been observed with ‘Tacaryl Chewable ‘Tablets or Tacaryl] Hydrochloride. 

supplied: Pink tablets, 3.6 mg., bottles of 100. 

references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 (Dec.) 1960. 

(2)Howell, C. M., Jr.: North Carolina M. J. 2/:194-195 (May) 1960. (3) Clinical Research Division, Mead Johnson & Company. 

(4) Wahner, H. W., and Peters, G. A.: Proc, Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. (5) Crepea, S. B.: J. Allergy 3/:283-285 


(May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and 
Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. (8) Arbesman, C. F., and Ehrenreich, R.: New York J. Med, 6/:219-229 (Jan. 15) 1961. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
e MARCH, 612 435R61 











